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International research acknowledges that there are multi-dimensional factors that affect 
the implementation of kangaroo care in the neonatal intensive care unit. While it is 
accepted that the nurse plays an important role in stimulating the implementation of 
kangaroo care, its success as a neonatal care strategy pivots on infant readiness, 
parental readiness and parental availability. In addition, interprofessional collaboration 
and teamwork are necessary for safe implementation. Kangaroo care is a simple and 
cost-effective health strategy that has well documented effects for its contribution 
towards improving well-being and health outcomes for premature babies and their 
parents. Its benefits when applied to preterm babies in the neonatal intensive care are 
immediate and cumulative. Importantly research has shown that the benefits and 
implications of kangaroo care for health go beyond the neonatal intensive care.  
However, little is known about New Zealand registered nurses’: experiences of their 
role in the implementation of kangaroo care; knowledge of the underpinning evidence 
supporting the therapeutic value of kangaroo care for premature babies; and current 
level of practice of kangaroo care.  
Aim: The aim of this study was to explore registered nurses’ experiences, knowledge 
and practice of kangaroo care and to highlight factors that promote or hinder the uptake 
of kangaroo care for preterm babies in two neonatal intensive care units in New 
Zealand. 
Methods: Using a purposive sampling strategy, 14 registered nurses, who met the 
inclusion criteria, participated. This was a qualitative, semi-structured interview-based 
study. The participants guided the flow of the interviews. Inductive thematic analysis, 
as outlined by Braun and Clarke, allowed for rich-description and interpretation of the 
participant-generated meanings. Coded data was grouped into themes and sub-themes.  
Results: Four main themes were generated from the data. Importantly the findings from 
this study highlighted that nurses in New Zealand know about kangaroo care and use it 
in everyday clinical practice. The snapshots of clinical practice provided by the nurses 
strengthened what is known about the effects of kangaroo care on the baby and the 
parents. The nurses made it apparent that applying kangaroo care was implicit in the 
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ICU when babies were most likely to be at a critical phase in their development and 
recovery.  
Most of the nurses named the lack of standardisation of practice and out-dated nursing 
practice mind-sets as influential to the variable implementation of daily kangaroo care 
for the growing preterm baby. Half of the nurses highlighted that staffing, heavy 
workloads, the busy, crowded, and noisy environment of less acute areas were 
influential to the limited practice of kangaroo care for stable growing preterm babies. 
Conclusion:  This study identified organisational support for the practice of kangaroo 
care in the neonatal intensive care unit. Also, that kangaroo care was being 
implemented, albeit irregularly. It established that facilitating parental readiness, 
affording clear local practice guidelines, providing continuing education initiatives for 
staff as well as parents may invigorate the practice of kangaroo care within the neonatal 
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This chapter introduces the contextual factors that contribute to a New Zealand 
registered nurse’s experience within the neonatal intensive care setting. The section 
called setting the scene has been dramatized to provide the reader with a feel for the 
intensity of a neonatal intensive care unit. To strengthen context, select snapshots of 
neonatal care scenarios have been provided. The scenarios will outline facets that 
contribute to the modern neonatal intensive care unit. Within the realm of first world 
neonatal intensive care settings, medical treatments, pharmacological innovations, 
advanced technological applications, and up-to-date equipment is the norm.  Some 
clinical care requirements and therapies for the neonate born prematurely are targeted 
to gestational age while some are targeted to weight and others to both gestational age 
and weight making care of premature babies uniquely complex.  Hence, the approach to 
care is carefully considered and tailored to the presenting clinical situation. Non-
medical interventions inclusive of care-by-parent strategies, such as kangaroo care, play 
an important role in contributing to supporting as well as optimising developmental 
outcomes for preterm as well as term babies admitted to the neonatal intensive care 
unit.  
Following from setting the scene of the neonatal intensive care context the chapter will 
present an outline of the thesis.   
Setting the scene 
Behind the doors of the modern neonatal intensive care unit, also known as a NICU is 
an aseptic, institutional, technologically rich, medically equipped and drama-rich world.  
In this critical care environment, the discordant musical bleeps from bedside 
computerised patient monitoring systems signalling varying alert levels, with colour 
coded readouts that flash intermittently and the low-pitch hiss and whirr of complex 
life-giving machines that fill the air are the norm. The décor is clean and functional 
with low-key lighting. Some spaces are brightly lit as neonatal healthcare professionals 
using hushed voices bustle about with highly practiced clinical skill at the baby’s 
bedside. Conversations are technical and an air of practiced professionalism is apparent.  
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In the NICU, it is common to celebrate new life, while at the very same time be fighting 
to save that self-same life. These first impressions herald the start of an indelible and 
life-altering journey for many parents, immediate and extended families. It is not 
uncommon that for many parents, an admission to the neonatal intensive care unit was 
not in the birthing plan. Reeling from the shock of birthing complications or the 
unanticipated early arrival of their baby, ready or not, a family’s journey has begun.   
Equipped with specialist clinical knowledge, skills and expertise, the nurses and the 
medical team will work tirelessly to keep the tiny twenty-four week old infant, 
weighing four-hundred and fifty grams with red, translucent skin, alive. At other times, 
the team may be stabilising a near term or full-term baby, born with congenital heart 
disease, or the baby born with a gastroschisis/omphalocele (intestines on the outside of 
its belly). A nurse may be offering comfort to a baby born with an addiction to opiates 
or working alongside the mother and the speech language therapist assisting the now 
seventy day old baby, with an oral aversion, to breastfeed.   These are but a few of the 
scary scenes, sounds and smells new parents may be bombarded with on arrival to the 
NICU. The ease of exchange of clinical terminology, familiar to the health 
professionals, contributes to increasing the level of stress experienced by parents.   
 
Outline of Thesis 
Chapter 1: Introduction 
This chapter provides a lead-in to the study.  The chapter set the scene and provided a 
snapshot of the complex nature of the context of neonatal care within the specialised 
environment of the neonatal intensive care in New Zealand.  
Chapter 2: The neonatal context 
This chapter will identify that most of the nursing workforce in a New Zealand neonatal 
intensive care unit are registered nurses who are equipped with a range of skills and 
clinical expertise. It will be pointed out that although a qualification in speciality is 
recommended it is not a requirement for employment in the neonatal intensive care 
units in New Zealand. The chapter will include an overview of what can be expected 
when admitted to the neonatal intensive care unit and highlight the complexity of caring 
for premature babies. In addition, a background for the study will be provided by 
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outlining the history of kangaroo care and its relevance as a care strategy for premature 
babies. Also, its therapeutic value for the baby and the parent-infant dyad will be 
outlined. 
Chapter 3: A Review of the Literature 
A review of the literature demonstrates the nurses’ vantage point pertaining to the 
implementation of kangaroo care. No published data exists outlining the 
implementation of kangaroo care by nurses in the neonatal intensive care setting in 
New Zealand therefore the literature review is based on international research. 
Importantly the chapter highlights that nurses from all around the world know about the 
benefits of kangaroo care. In addition that kangaroo care is being practiced, but the rate 
of implementation is variable.  Some studies have resulted in suggestions for 
improvements, such as increasing exposure to and practice of kangaroo care as well as 
by providing or facilitating educational opportunities for health professionals to expand 
their knowledge. However, the predominantly quantitative research has not allowed for 
the interrogation of factors that might result in greater facilitation of kangaroo care.  
Chapter 4: The Methodology 
An outline of the methodology of qualitative interpretive research introduces this 
chapter. The rationale for its relevance to the current research project will be provided. 
The method of sampling, interviewing and the application of Braun & Clarke’s 
thematic analysis will be discussed and applied with rich description discussed. The 
ethical considerations were identified and defined in relation to the current research.  
The trustworthiness of the data will be established following Braun & Clarke’s 15-point 
checklist. 
Chapter 5: The Results 
In this chapter the reader will be introduced to the findings from this research. Four 
major themes and subsequent sub-themes that explore the nurses’ experiences, 
knowledge and practice of kangaroo care in the neonatal intensive care in New Zealand 
will be identified. Importantly this research found kangaroo care was supported within 
the neonatal intensive care units being researched and that kangaroo care was practiced.  
The nurses highlighted some factors that promoted the implementation of kangaroo 
care. Similarly the nurses also highlighted some drawbacks to the regular 
implementation of kangaroo care.  
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Chapter 6: Discussion 
This chapter presents the discussion which positions the current research in relation to 
the international research. The recommendations, limitations, implications for future 










The neonatal context 
 
Introduction  
Neonatal intensive care units, in developed countries such as New Zealand (NZ), boast 
sophisticated environments where the use of up-to-date, high technology equipment is 
the standard (Altimier & Phillips, 2016). New Zealand has six regional neonatal 
intensive care units located at Auckland, Waikato, Wellington, Christchurch and 
Dunedin. The neonatal units at these locations are classified as Level III units, which 
means that these facilities have the capacity to offer lifesaving treatments to babies born 
extremely prematurely or sick babies requiring neonatal intensive care therapies which 
may include invasive, non-invasive treatments or a combination of invasive and non-
invasive treatments (Ministry of Health [MOH], 2004). Some of these Level III units 
offer high dependency (Level II) care as well as transitional (Level I) care. Other 
hospitals in surrounding areas offer Level II care which means, they may be high 
dependency units or special care nurseries offering less invasive forms of treatments or 
support to babies from 32 weeks completed gestation that do not require mechanical 
ventilation.  It is noteworthy to mention that all Level II units in NZ are equipped to be 
involved with the stabilising of a baby who may require a level III escalation of care / 
intensive care treatments. 
 
Preparation of nurses for working in a neonatal intensive care 
Most nurses who work in the neonatal intensive care or special care units in NZ are 
registered nurses (RN). To practice in NZ, registration with the regulatory authority, 
The Nursing Council of New Zealand (NCNZ) is required (MOH, 2014).  A 
comprehensive nursing qualification is achieved through a bachelor’s degree in nursing, 
which is earned through an accredited education provider and generally takes three (3) 
years full-time study to complete (NCNZ, n.d.). Persons, who hold a degree in another 
field, may be eligible for an accelerated two-year program, approved by the NCNZ, 
whereby they can achieve a qualification as a nurse in conjunction with a higher degree. 
Where a nurse has qualified overseas, the NCNZ would assess the overseas 
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qualification for equivalency with the bachelor’s degree programme in nursing at Level 
7 on the New Zealand Qualifications Framework. At the discretion of the NCNZ, an 
overseas-qualified nurse may be required to undertake a Competence Assessment 
Programme in order to practice as a registered nurse in NZ. Once registered with the 
NCNZ, nursing qualifications afford career flexibility.  
The current pre-registration nursing curriculums offer limited undergraduate 
preparation for specialty areas such as neonatal intensive care nursing.  However, there 
are post-graduate blended learning programs available to expand and advance neonatal 
nursing practice. Post-graduate programs have part-time course options that afford 
registered nurses the flexibility to study whilst working. Engaging in post-graduate 
study is voluntary. While a qualification in speciality is recommended, it is not a 
requirement for nurses working in the neonatal intensive care units, in NZ.  
The NZ neonatal nursing workforce have varied levels of training and experience 
ranging from Karitane nurses (trained to work with mothers and babies), the newly 
graduated novice RN, with limited speciality knowledge, through to the advanced 
experience of the Nurse Practitioner who is qualified in neonatal specialty. 
For the newly graduated RN and the RN new to neonatal nursing much of the initial 
learning pertaining to neonatal nursing science, understanding of developmental 
physiology, pathophysiology and management of neonatal conditions is strengthened 
by working alongside experienced nurses. Hands-on practise, continuing education and 
attending various clinical practice updates or local in-service educational opportunities 
supplements learning and strengthen what has been learned at the bedside. 
Admissions to the neonatal intensive care unit  
The baby requiring intensive care treatments may be born prematurely (born before 37 
weeks completed gestation) or at full-term with health alterations, ranging from delayed 
transition, life threatening birth defects, congenital infections, cardiac malformations, 
metabolic disorders, conditions requiring surgical intervention or conditions associated 
with intra-uterine growth restriction (Hugill, 2010, Williams et al., 2019). Compared to 
a term baby, a baby born with a shortened gestation can have additional risks to their 
health associated with underdeveloped body systems (Symington & Pinelli, 2006).  
Research proposes that preterm babies have an increased risk for temperature 
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instability, respiratory distress, infections, apnoea, low blood sugar, jaundice, and 
feeding difficulties (Symington & Pinelli, 2006).  
An admission to the neonatal intensive care or a special care nursery can last from 
hours, days, weeks to months. Therefore, due to the unpredictable prognostic nature of 
prematurity and individual response to disease process, it is difficult to predetermine 
the extent of care that will be required by individual babies and outcomes of care 
delivered. The escalation of treatments will depend on how ill or how premature the 
baby is. Length of stay is dependent on gestation at the time of birth and the health 
requirements of the baby. In other words, babies who have been born extremely 
prematurely (from 24 weeks completed gestation) tend to require longer hospital stays 
compared to term babies (MOH, 2004). A premature baby’s body systems are not fully 
developed and consequently cannot fully cope with transition to extra-uterine or 
physical adjustments to outside life. During the first few days of hospitalisation, critical 
care management can include a combination of invasive and non-invasive treatments 
which are administered using a variety of complex equipment.  Patient monitoring 
technology is used to obtain clinical measurements.  For an artist’s impression 
capturing the complex technology used in a NICU, see Figure 1. Continuous 
temperature measurement technology includes the use of probes or leads attached with 
a gel infused adhesive patch that helps measure temperature. Blood pressure monitoring 
can be continuous or intermittent. Continuous blood pressure monitoring is often 
invasive and is done via a line / catheter inserted into the umbilical or radial arteries. 
Non-invasive intermittent blood pressure monitoring is recorded periodically via a 
neonatal cuff that is designed to wraps around the baby’s arm or leg. Cardio-respiratory 
monitoring (wires attached to sticky hydrogel patches stuck on the skin of the baby’s 
chest and on its abdomen) tracks the baby’s heart and respiratory rates, and a pulse 
oximeter that measures the baby’s oxygen levels through the skin. If a baby’s vital 
signs / clinical measurements should be out of range the monitoring systems will alarm.  
Secondary to underdeveloped lung tissue, these babies may experience conditions 
related to a deficiency of surfactant and will require some form of respiratory support 
depending on the severity of the condition.  The level of respiratory support is 
dependent on the severity of the condition and may include a non-invasive respiratory 
supportive treatment using continuous positive airway pressure (CPAP) devices or 
supplemental oxygen therapy for milder cases. For severe respiratory compromise a 
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mechanical ventilator / breathing machine may be required to optimise respiratory 
function. The administration of intensive care treatments can require life-preserving 
equipment and monitoring systems with lines, tubes and multiple connections as 
illustrated in figure 1. Such intensive care therapies are complex and can be resource-
intensive and are costly to many health care budgets including that of New Zealand 
(Zainal, Dahlui, Soelar, & Su, 2019).   
 
Figure 1 Artistic impression of a baby in NICU 
Used with permission. Retrieved from: http://www.earlybaby.info/en/in-
the-nicu/equipment-in-the-nicu-what-does-what.html on 6/4/17 
 
How a preterm birth affects families 
The birth of a baby characterises a shift in priorities for a family and can cause stress as 
families adapt to their new circumstances (Wraight, McCoy & Meadow, 2015). An 
admission requiring intensive care treatments is an unwelcome complication of 
pregnancy. In these circumstances, the unwelcome separation from mother has been 
reported as especially stressful for the mother as well as the father and the new family 
is confronted with an unanticipated stressor (Lemmen, Fristedt & Lundqvist, 2013; 
Moore, Bergman, Anderson & Medley, 2016). For parents, the shock of seeing their 
baby lying still in an incubator and covered in tubes and lines makes a formidable first 
impression. Studies outlining preterm birth report that the overpowering feelings of 
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shock, powerlessness, confusion and helplessness are pervasive for both parents already 
in crisis mode (Aagaard & Hall, 2008; Hugill, 2010; Russell et al., 2014; Shaw, et al., 
2014).  Moreover, in this heightened state the feelings can be exacerbated by past 
hospital experiences, daily life stressors, illness or pre-existing mental health 
alterations. Other researchers add that the severity of the stress experienced by mothers 
and fathers is proportionate to how severely ill their baby may be (Holditch-Davis et 
al., 2015). In addition, parents may perceive their baby may not need them in the light 
of the technological interventions.  As such, researchers concur that concerted efforts 
are demanded from all health professionals involved in neonatal care to involve parents 
as soon as possible so that a favourable platform can be established to build trust 
partnerships, promote parental identity and to restore a sense of control for positive 
parenting in the environment of the NICU (Ambika & Nair, 2013; Blomqvist & 
Nyqvist, 2010; Moretz & Abraham, 2012; Wigert, Hellstrom & Berg, 2008). In other 
words, to help parents move past their fear of the environment and the fragile features 
of a premature baby they need to be intentionally involved in providing care for their 
baby, as soon as possible. From the time of admission developmentally supportive care 
strategies are already in effect and hence parents can be involved in applying 
appropriate care strategies such as offering a containment hold when not able to have a 
physical cuddle with their baby.  The evidence agrees that the sooner parents can look 
at, touch, hold their baby, in the NICU, the sooner they will see their infant as their own 
(Schappin, Wijnroks, Uniken Venena & Jongmans, 2013; Wigert, Hellstrom & Bergh, 
2008; Wraight et al., 2015).  This looking, touching and holding feature of parent-baby 
interaction is considered by authors as a key contributor to facilitating bonding between 
parents and their baby (Bergman, 2019; Johnson, 2013; Tallandini & Scalembra, 2006). 
This lends itself to the position of the possibility that physical contact between parent 
and baby strengthens the bond and ensuing attachment. Offering care strategies such as 
kangaroo care (which will be defined on p. 10) as soon as the baby has been stabilised 
and can tolerate being handled, affords the parent and baby the opportunity for the 
effects of direct physical contact and in so doing creates favourable circumstances for 
supporting parental involvement in care and strengthens bonding and attachment. One 
such direct physical contact care strategy is, kangaroo care. 
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What is Kangaroo care: its benefits and practice? 
About Kangaroo care 
For human mothers, like other primates, holding their baby to their chest is instinctive. 
The fact that this age-old practice is mirrored in nature by other mammals, in their 
natural habitat, lends itself to the notion that this chest-to-chest holding of a baby may 
be a natural state. Some researchers refer to the chest-to-chest position (see figure 2) as 
the “position for delivering care” (Nyqvist et al., 2010, p. 823).  Bergman (2015) 
attributes the chest-to-chest position as a baby’s natural habitat (ecological niche) as it 
is the fundamental biological default position contributing to the endurance of the 
human species.  
In the past direct skin-to-skin contact (kangaroo care), as a care-by-mother model, was 
applied to stable preterm or low birthweight babies as a means to address 
overcrowding, lack of staff and as an alternative to incubator care in a low socio-
economic setting due to lack of equipment (Chan et al., 2016; Charpak et al., 2005; 
WHO, 2003). The model of care coined the phrase kangaroo mother care because the 
chest-to-chest position in direct skin-to-skin contact and secured under the mothers 
clothing or a wrap simulated that of a baby kangaroo (a joey) in the pouch of its mother 
(Charpak et al., 2005). Kangaroo mother care continues to be used, at different levels in 
international settings, to promote growth and development for stable low birthweight 
babies and as an alternative to incubator care (Blomqvist & Nyqvist, 2010; Charpak et 
al., 2017).  The use of kangaroo care is being promoted as being safe for extremely low 
birthweight babies if strict guidelines for practice, transfer techniques and positioning 
are followed (Conde-Agudelo & Díaz-Rossello, 2016; Lim, 2018; Nyqvist et al., 2010). 
According to the WHO (2003) “kangaroo mother care consists of prolonged skin-to-
skin contact between mother and baby, ensures warmth, enables exclusive 
breastfeeding (if able), facilitates earlier discharge and although initiated in hospital 
may be continued at home with strict follow regimes” (p. 2). In addition, the kangaroo 
position is described as the baby being in direct skin-to-skin contact in the chest-to-
chest placement where the entire ventral surface of the baby from sternum to umbilicus 
is in contact with the mother’s bare chest. See figure 2 for an illustration from the 
WHO, Kangaroo Mother Care: A practical guide (2003, p. 21).  
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Figure 2 The kangaroo care position 
Retrieved from: Kangaroo mother care: A Practical guide. (WHO, 2003, p. 21). Used 
with permission from WHO. Permission authorisation ID: 223408. 
 
Over the last forty-one years, the interest in kangaroo mother care has developed to the 
extent that there are now a considerable number of publications extolling the science 
validating the use of the kangaroo care as a clinical intervention (Bergman, 2019; Chi 
Luong, Long Nguyen, Huynh Thi, Carrara, & Bergman, 2016; Conde-Agudelo & Díaz-
Rossello, 2016). In fact, the Cochrane review conducted by Conde-Agudelo & Díaz-
Rossello (2016) supports the premise that compared to conventional care, kangaroo 
care is considered equivalent to but is the preferred method of caring for clinically 
stable low-birthweight infants in every setting concerned with newborn care (Lawn, 
Mwansa-Kambafwile, Horta, Barros, & Cousens, 2010). Moreover, the meta-study 
demonstrated findings that touted the efficacy, feasibility as well as safety of routinely 
offered kangaroo mother care as a management strategy for stable infants weighing less 
than 2000 g in the low-to-middle-income settings.  Furthermore, this study reported a 
95% CI (confidence interval), 18-71% reduction in mortality of infants weighing less 
than 2000 g.  
Authors agree with the findings from the study conducted in high-income settings by 
Nyqvist and the Expert Group of the International Network on Kangaroo Mother Care 
and colleagues (2010a) contributed evidence showing that the routinely offered 
kangaroo care in high technology / modern environments is crucial, yet the uptake of 
O’Bery, S 
                                                  12 
 
kangaroo care as a standard of care remains low (Bergman, 2019; Deng, Zhang, Li, 
Wang & Xu, 2018; Lim, 2018; Zhang et al., 2018). Supporting these findings is 
evidence from the recently updated Cochrane review by Conde-Agudelo & Díaz-
Rossello (2016) who agree with Lawn et al. (2010) that kangaroo care is the “most 
feasible, readily available and preferred intervention for decreasing neonatal morbidity 
and mortality” for all newborns in high technology as well as technology deprived 
settings (p. 25). In a large study conducted in eight European countries by Greisen et al. 
(2009) it was found that in high technology NICUs, kangaroo care was offered to 
parents from 41% to 100% of the time. This variation was in part attributed to parental 
availability and infant visiting access restrictions. This finding mirrored findings from a 
systematic review of barriers and enablers of the practice of kangaroo mother care, 
conducted in America (Seidman et al., 2015).  
In the literature, the terms kangaroo mother care and kangaroo care and skin-to-skin 
care are used synonymously (Ludington-Hoe & Morgan, 2013). However, some literary 
sources refer to Kangaroo mother care as the continuous or twenty-four hours per day 
application of the method while kangaroo care can reference both the continuous as the 
well as the intermittent application of this skin-to-skin method (Nyqvist et al., 2010a). 
Kangaroo care is widely adopted and practised around the world. The modification of 
kangaroo mother care to kangaroo care was an American adaptation made in the 1970s 
(Ludington-Hoe, 2013).  
Since its beginnings in Bogotá by the Columbians Rey and Martinez in the 1970s, the 
clinical effectiveness and health benefits of kangaroo care, have been demonstrated 
across numerous studies conducted in neonatal care settings worldwide (Conde-
Agudelo & Díaz-Rossello, 2016; Ludington-Hoe et al., 2000; Ludington-Hoe, Ferreira, 
Swinth, & Ceccardi, 2003; Lawn et al., 2010; WHO, 2016).  The rich evidence base 
supporting the use of kangaroo care for all babies for long as possible and if tolerated 
has afforded gold standard recommendations for its application as a care strategy. 
Researchers also acknowledge that kangaroo care is especially important for low-
birthweight (less than 2500 g), even extremely low-birthweight (less than 1000 g) 
infants because as a therapy it supports clinical stability, growth and development 
(Conde-Agudelo & Díaz-Rossello, 2016). Indeed, kangaroo care has been endorsed by 
the American Academy of Pediatrics (AAP) a well-established organisation that 
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promotes research and formulates standards (guidelines) of care for the newly born 
(American Academy of Paediatrics, 2009). 
Benefits of kangaroo care for the baby 
The physiological and behavioural benefits of kangaroo care have been well 
documented. Benefits of kangaroo care include but are not limited to thermoregulation, 
stabilised heart rate, improved respiratory function as well as oxygenation, improved 
blood glucose, less nosocomial infections, improved breastfeeding rates on discharge, 
an overall improved behavioural state with improved quiet sleep, growth and weight 
gain (Charpak et al., 2006; Conde-Agudelo & Díaz-Rossello,  2016; Ludington-Hoe et 
al., 2013). From its inception till modern day much research has been devoted to the 
effects of kangaroo care which has furnished sufficient evidence for meta-analysis. 
Two Cochrane reviews exist on the subject (Conde-Agudelo & Díaz-Rossello, 2016; 
Moore, Anderson, Bergman & Dowswell, 2012). The meta-analysis by Moore et al. 
(2012) focuses on healthy term and late preterm babies while Conde-Agudelo & Díaz-
Rossello (2016) includes preterm and low birthweight babies. Research has established 
that when compared to standard methods of new born care (radiant warmer, cot or 
incubator) kangaroo care has shown positive effects for maintaining homeostasis. In 
other words, babies who receive kangaroo care are more likely to maintain a healthy 
body temperature and show increased cardio-respiratory stability (Chrisstensson et al., 
1992; Conde-Agudelo & Díaz-Rossello, 2016; Johnston et al., 2014). Over the duration 
of the hospital stay, application of kangaroo care is associated with decreased episodes 
of infections, severe illness and death (Johnston et al., 2014; Sloan, Camacho, Rojas & 
Stern, 1994). A recent longitudinal study strengthened evidence for the positive effects 
of kangaroo care by establishing that at 10 years follow-up kangaroo care showed an 
increase in baseline autonomic stability (Feldman, Rosenthal & Eidelman, 2014).  
Improved maternal and preterm baby outcomes have been shown even with only being 
in kangaroo care for 1 hr a day for 14 days compared to incubator care. From a 
neurodevelopmental view, Feldman et al. also found that 1 hr of kangaroo care a day 
for 14 days showed an improved sleep-wake cycle at 10 years of age. The short term 
benefits of kangaroo care for preterm babies has shown improved quiet sleep, longer 
durations of sleep cycles and an improved regularity of respiratory pattern (Chwo et al., 
2002; Ludington-Hoe et al., 2006; Scher et al., 2009). Other studies have found that 
time spent in kangaroo care supports neurodevelopment (Kaffasi et al., 2013; 
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Schneider, Charpak, Ruiz-Pelaez & Tessier, 2012). While a recent study in India 
showed that the prolonged application of kangaroo care had implications for improved 
growth of preterm babies at 40 weeks corrected (Alpanamayi et al., 2014). The updated 
meta-analysis by Conde-Agudelo & Díaz-Rossello (2016) found that intermittent and 
continuous kangaroo care offered positive effects on weight gain, length and head 
circumference for preterm and low birth weight babies.  
With regards to rates of breastfeeding the evidence shows that time spent in kangaroo 
care increases maternal milk volumes and promotes exclusiveness and longer durations 
of breastfeeding for preterm babies (Ahmed & Sands, 2010). In a longitudinal study 
conducted by Flacking, Ewald &Wallin (2011) it was found that in very premature 
babies who were breast feeding at 1, 2, 5 and 6 months after discharge had considerably 
more kangaroo care while in hospital. 
A recent study documents the benefits of skin-to-skin care for fathers including helping 
them to feel included in the care for their infant, improving their bond with their baby 
and providing relief for the mother (Srinath, Shah, Kumar & Shah, 2015). The evidence 
from this study reports no discernible difference in physiological response of the infants 
when having kangaroo care with the mother or kangaroo care with the father. 
Importantly sharing kangaroo care will ensure that the baby has longer cumulative 
hours of skin-to-skin contact. Shared kangaroo care also promotes sustainability of its 
enactment and contributes to strengthening family relationships  
Attachment involves the emotional bonds and connection that is formed between babies 
and their care givers. Research has shown that time spent in kangaroo care promotes 
greater parent infant connection and closeness compared to conventional cuddling 
(Valizadeh et al., 2013). A further effect of kangaroo care is that research reports a 
considerable lowering of behavioural responses to painful stimuli when in kangaroo 
care (Cong et al., 2012; Johnston et al., 2014). 
So, Why kangaroo care in New Zealand? 
By global standards, New Zealand has a low rate of preterm births and has the 
advantage of having one of the best survival-to-discharge rates of premature births in 
the world (MOH, 2004; Organisation for Economic Co-operation and Development 
[OECD], 2016). Despite the statistics and perinatal advancements, recent evidence 
highlights that babies born before 37 weeks completed gestation increased from 7.4% 
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in 2014 to 7.5% in 2017 (Report on Maternity, 2019). Also, that low birthweight babies 
represented 5.9 %-6.1% of births. The Report on Maternity drew attention to the fact 
that of the preterm babies born, more than fifty percent were of a low birthweight. 
Researchers point out that premature birth and low birthweight are strong contributors 
to infant mortality and morbidity worldwide (Chan, Labar, Wall & Atun, 2016; Conde-
Agudelo & Díaz-Rossello, 2016). Applying therapies that contribute to limiting the 
effects of infant mortality and morbidity - such as developmental delays associated with 
prematurity - are highly desirable. An additional consideration is that Māori 
(indigenous population of New Zealand) were over-represented in the recent report 
outlining preterm births as well as low birthweight statistics. An imperative for health 
stakeholders is that it is necessary for every District Health Board to contribute toward 
improving the health outcomes of Māori and scale down any actual or perceived health 
disparities for Māori compared to other population groups in New Zealand. It is 
important to note that the practice of kangaroo care aligns with Māori perspectives of 
health (Te Whare Tapa Whā) and well-being such as Taha Tinana (the physical 
element), Taha Wairua (the spiritual element), Taha Hinengaro (the emotional and 
psychological elements) and Taha Whānau (the family and community elements). 
Engaging in the daily and prolonged application of kangaroo care will promote aroha 
(loving care), provide mahana (warmth), enable ūkaipō (mother the source of 
sustenance) and encourage whānau (partner and extended family) participation in the 
care of their pēpi (baby). 
 New Zealand is a first world country. Its privileged position affords tertiary healthcare 
of the newborn in modern technologically enabled facilities. National healthcare 
guidelines support developmentally supportive / appropriate care strategies that are 
incorporated into the framework of every day clinical practice in neonatal intensive and 
special care settings across New Zealand (Canterbury District Health Board [CDHB], 
2019). As a developmentally supportive care strategy, kangaroo care addresses the 
vulnerabilities of hospitalised premature and critically ill babies. As a therapy, its 
regular application contributes to potentially minimizing the long-term effects 
associated with the hospital experience. It is known that prematurity is associated with 
multi-level health implications and developmental delays for some babies (Head, 
2014). The regular application of kangaroo care may also help address any sequelae or 
effects of mother and baby separation consequent to the NICU admission (Bergman, 
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2019; Gathwala, Singh, & Balhara, 2008). In other words, it can strengthen mother-
infant attachment and help contribute to minimising negative mental health effects for 
the mother.  
Importantly, the effects of the long-term health concerns contribute to an ongoing post-
hospitalisation stressor for parents and families. While kangaroo care may not be able 
to ameliorate every health concern a premature, near term or term baby may present 
with, the effects of the regular application of direct skin-to skin-contact pre-discharge, 
could afford secure parent-baby relationships because kangaroo care promotes families 
to become child-orientated. Upon discharge, secure attachment and strong parental 
relationships could have implications toward promoting child safety. 
The science supporting the practise of kangaroo care 
Unravelling the science of what makes kangaroo care work, Uvänas-Moberg, Arn & 
Magnusson (2005), explain the rationale for the priority for contact between ventral 
surfaces of the baby and the mother’s chest. Firstly, these researchers put forward that 
the keratinocytes found in the in the skin on the chests of human beings are very 
sensitive to touch and that when the ventral surfaces of the chests are in contact, 
corticotrophin-releasing hormone is released which stimulates the parasympathetic 
nervous system.  The act of chest to chest contact counteracts the effects of the 
sympathetic response induced by stress. Consequently, it offers a means of affording 
physiological stability which results in contributing more stable vital signs (heart rate, 
respiratory pattern + respiratory rate and oxygen saturation). In other words, whoever is 
engaging in kangaroo care, skin to skin chest to chest contact, helps the baby to co-
regulate which affords a level of homeostatic balance for the baby. This effect does not 
occur anywhere else on the skin. Secondly, the skin on the ventral aspect, along with 
the skin across the baby’s back, from shoulder to shoulder, as well as the dorsal aspect 
(along the forearms) contain the very sensitive c-efferent unmyelinated nerve fibres that 
when touched in a pleasing way, sends affirming messages to the brain and oxytocin is 
released. Oxytocin is the hormone that promotes as sense of calm and contentment and 
is popularised as the love hormone. Hence, this calm and contentment is a benefit for 
whoever is engaging in kangaroo care. The effect of oxytocin is afforded for both baby 
and parent or the person engaging in kangaroo care. An additional benefit of oxytocin is 
that it essentially facilitates breast milk delivery to a suckling baby. In saying that, 
when the mother applies kangaroo care the oxytocin response facilitates breast milk 
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production and, in the kangaroo position the baby will have easy access to the breast 
promoting baby-led breastfeeding. Finally, authors agree kangaroo care affords 
thermoregulation, which is essential to avoid hypothermia that could lead to cold stress 
(Bergman, Linley & Fawcus, 2004, Charpak et al., 2017; Hardy, 2011).  
Table 1 offers a summary of the research pertaining to the effects of kangaroo care on 
babies, mothers, mother-baby and fathers as presented by founding members of the 
International Kangaroo Mother Care Network and the United States Institute of 
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Table 1 
Summary of some of the health benefits of Kangaroo care 
                                                             Health Benefits 
For babies • More physiologically stable (stable heart rate, stable 
respiratory rate and pattern of breathing, improved 
oxygen saturations, stabilises blood pressure 
through parasympathetic control) 
• Promotes thermoregulation 
• Helps fight infections 
• Improved weight gain 
• Shortens length of stay 
• Enhances metabolic functions 
• Improved feed tolerance 
• Lessens stress 
• Decreases crying  
• Enhances bonding 
• Eases physiologic transition 
• Increases success of breastfeeding 
• Provides thermoregulation (stabilises temperature) 
• Minimises pain 
• Improves quality of sleep 
• Improves brain, cognitive and motor development 
• Provides respite from NICU environment 
• Prevents hypoglycaemia 
(Cho et al., 2016; Conde-Agudelo et al., 2016; Moore, 
Bergman, Anderson & Medley, 2016; Moore, Anderson, 
Bergman & Dowswell, 2012; WHO, 2003) 
For families • Enhances bonding 
• Enhances sensitivity and responsiveness to baby 
• Decreases stress 
• Increases confidence and competence in providing 
care 
• Affords more nurturing interactions 
• Empowers parents 
• Enhances opportunities for breastfeeding 
(Cho et al., 2016; Flacking et al., 2012;  Lemmen et al., 2013; 
Mörelius, Örtenstrand, Theodorsson, & Frostell, 2015; WHO, 
2003). 
Benefits are afforded when skin-to-skin contact between the mother and the infant in a “strictly vertical 
position”, between the mother’s breasts and under her clothes (Charpak et al., 2005, p. 515) 
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Current levels of the practice of kangaroo care 
According to data from WHO, kangaroo care is being performed to varying degrees in 
many countries across the world, however, there is limited data available outlining the 
exact uptake of kangaroo care in individual population groups and geographic locations 
(Engler et al., 2002; Olsson et al., 2012). In 2007 kangaroo care became part of the five 
essential elements of newborn care (Every Newborn Action plan [ENAP], 2014; WHO, 
2015). As of 2010, kangaroo care was practiced in many parts of the world in all levels 
of neonatal care and in-home care in many third world settings (Charpak et al., 2017). 
Scandinavian countries offer kangaroo care routinely as a continuous care model 
(Greisen et al., 2009; Nyqvist et al., 2010). These authors report that in many modern or 
high technology enabled settings kangaroo care is performed intermittently for one to 
four hours at a time. The WHO (2015) recommendation is that kangaroo care be carried 
out or applied for at least sixty minutes per session to limit the stress, of changing 
positions (such as the transfer to the parent’s chest), on the baby. The sixty-minute time 
period also affords opportunity for the baby to achieve quiet sleep and even a sleep 
cycle may thus be achieved. 
In a systematic review conducted in 2005, twenty-five years after kangaroo care was 
first implemented, the researchers provided evidence that “kangaroo mother care is an 
example of both South-South and South-North knowledge transfer (South to South - 
knowledge spreading from the point of origin in the Southern Hemisphere to other 
regions in the Southern Hemisphere and South to North - knowledge spreading from 
the point of origin [Southern hemisphere] to the Northern Hemisphere); an infrequent 
event in scientifically based medical care” (Charpak et al, 2005, p. 514), yet kangaroo 
care is under-practised.   
Historical as well as recent international research pertaining to neonatal nurses’ 
knowledge, beliefs and practice of kangaroo care suggests that, while neonatal nurses 
may have an awareness of the literature supporting the practice of kangaroo care, 
individual nurses’ inherent knowledge and beliefs impacts on whether a nursing 
intervention such as  kangaroo care would be implemented or not (Chia, Gan & Sellick, 
2006; Engler et al., 2002; Flynn & Leahy-Warren, 2010; Frasure, 2008; Melnyk et al., 
2004; Shattnawi, Ali-Ali & Alnuaimi, 2019; Utami & Huang, 2019; Zhang et al., 
2018). In addition to knowledge and beliefs some studies have focussed on neonatal 
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nurses’ attitudes and perceptions and have outlined factors that impact the 
implementation of kangaroo care (Deng et al., 2018; Johnson, 2007; Lim, 2018). 
 
Conclusion 
Research has established that kangaroo care is a safe, cost effective, feasible health 
promoting care strategy.  It is a full care health strategy (WHO, 2015). Kangaroo care is 
already used in multiple international settings. There are recommendations for its use to 
complement the medical therapies offered in the modern neonatal intensive care.  As a 
care strategy that hinges on the human touch, kangaroo care affords parental 
involvement so strengthening family centred / family integrated care approaches. The 
robust line if literary evidence supporting the use of kangaroo care suggests benefits for 
the baby, mothers, fathers as well as families.  
Based on the understanding of the importance of promoting skin-to-skin contact 
through kangaroo care as soon as and as often as possible, this qualitative study was 
designed to explore registered nurses’ experiences, knowledge and practice of kangaroo 
care and to highlight factors that promote or hinder the uptake of kangaroo care at two 
neonatal intensive care units at the South Island of New Zealand. Through 
understanding the nurses’ experiences and points of view, it was hoped that the study 
would identify factors that enabled or limited the uptake of kangaroo care within these 
two neonatal intensive care units. Furthermore, it was anticipated that the accounts 
from the nurses would contribute to helping stakeholders understand what factors 
enabled or discouraged nurses from implementing supportive interventions such as 
kangaroo care.  
The next chapter will provide a review of the literature as it pertains to the practice of 









A Review of the Literature 
 
Introduction 
More than 30 years of research pertaining to care of the newly born, in particular the 
premature (less than 37 weeks completed gestation), small for gestational age (SGA) or 
low birth weight babies, has shown that the implementation of kangaroo care is more 
than just an alternative to incubator care. It is a beneficial method for well-being of 
mother and baby; parent-infant bonding; initiation of and supporting longevity of 
breast-feeding and temperature control of all new-born infants, regardless of weight, 
gestational age and clinical condition (WHO, 2003, Charpak et al, 2005). Because of its 
benefits to the health and well-being of babies the kangaroo care method was first 
endorsed by WHO in 2003 where a practical guide to kangaroo mother care was 
published. The focus of this practical guide was to provide guidance to the 
implementation of kangaroo care in low income settings where resources were 
stretched. Surprisingly, no research pertaining to nurses implementing kangaroo care 
was published for three years after the WHO, 2003 initiative. The Australian study by, 
Chia et al. (2006) which investigated the implementation of kangaroo care as a nursing 
intervention in the NICU was the first to be published after the WHO recommendations 
for care of LBW and preterm babies was made in 2003. The research by Chia et al. was 
followed by five studies (Flynn & Leahy-Warren, 2010; Johnson, 2007; Kymre, 2014; 
Olsson et al., 2012; Strand, Blomqvist, Gradin & Nyqvist, 2014; Valizadeh et al., 
2012). In response to the high mortality rate of preterm, SGA or LBW babies, the 
WHO, (2014) then published an initiative that encouraged health care leaders of the 
world to incorporate kangaroo care as an essential component of newborn birthing 
practises as laid out in what is called the Every Newborn Action Plan  
 
Of the published research pertaining to kangaroo care only sixteen studies were found 
that investigated / explored the implementation of kangaroo care within the NICU as a 
nursing intervention (see table 2). The majority of these studies were quantitative. 
Geographically the sixteen studies were widely represented. A total of eight studies 
were conducted prior to the ENAP initiative and interestingly only a further eight 
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studies (da Silva, Leite, Scochi, da Silva & da Silva, 2015; Deng et al., 2018; Lim, 
2018; Mörelius & Anderson; 2015; Namnabati, Talakoub, Mohammadizadeh, & 
Mousaviasl, 2016; Shattnawi et al., 2019; Utami & Huang, 2019; Zhang et al., 2019) 
were conducted after the ENAP initiative. This fact highlighted that further research 
into the nursing implementation of KC did not increase, despite the global impetus 
from ENAP.   
 
The focus of this literature review was to explore what is currently known or not known 
about neonatal nurses’ experiences, knowledge and practice of kangaroo care and to 
highlight factors that promote or hinder the uptake of kangaroo care for preterm and 
LBW babies in the NICU. In New Zealand, however there are no published data 
capturing the level of kangaroo care practiced by nurses in the NICU.  
 
The literature search  
An initial literature search was conducted via the University of Otago library database 
in 2017. Keywords and subject headings differed in databases. A more comprehensive 
search was conducted by combining descriptors to maximize sensitivity. Keywords 
such as: neonatal nurses; neonatal intensive care nursing; newborn nursing; newborn 
intensive care nursing; nurse attitudes; nurse beliefs; nurse perceptions; nurse 
viewpoints; attitudes of health personnel; kangaroo care; kangaroo mother care; skin-
to-skin; preterm infants; infant, premature; prematurity; infant low birth weight; 
premature infant; neonatal intensive care unit; NICU and newborn intensive care were 
used. The online databases included: CINAHL; Cochrane database of systematic 
reviews; Ovid MEDLINE; the Excerpta Medica (EMBASE); Joanna Briggs Institute; 
and Ovid Nursing. All databases had coverage for the years searched. The search date 
parameters were from 1997 until current. By including studies from 1997 it was hoped 
to identify earlier works pertaining to the phenomenon of interest.  
 
Using the same criteria, a second search of the University of Otago library databases 
was repeated in August 2019 which yielded three additional articles which were 
accessed in a hand search. Citations for two more articles were obtained from the 
bibliographies of the hand searched articles.   
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Overview of the studies  
Eighteen studies considered the implementation of kangaroo care from the vantage 
point of the nurse and were therefore of interest and none of the studies were an 
integrative review. The studies spanned the northern as well as southern hemispheres 
and were conducted in the following countries: Australia, Brazil, China, India, 
Indonesia, Iran, Ireland, Jordan, Nordic countries (Denmark, Finland, Iceland, Norway 
and Sweden), the United Kingdom (UK), and the United States of America (US). Two 
studies (Ambika & Nisha, 2013; Solomons & Rosant, 2012) were eliminated as they 
focussed on neonatal nurses in a community setting and not a NICU.  Table 2 
represents a list of the studies included in the literature review. 
 
The majority of studies (11 out of the 16) quantified the implementation of kangaroo 
care from the neonatal intensive care nurses’ viewpoint using surveys to investigate 
knowledge, attitudes / perceptions / beliefs and practice (Deng et al., 2018; Engler et 
al., 2002; Flynn & Leahy-Warren, 2010; Johnson, 2007; Namnabati et al., 2016; Olsson 
et al., 2012; Shattnawi, Ali-Ali & Alnuaimi, 2019; Strand, Blomqvist, Gradin & 
Nyqvist, 2014; Utami & Huang, 2019; Valizadeh et al., 2013; Zhang et al., 2018).   
Four studies were qualitative and aimed at gaining a deeper understanding of what 
nurses, within specific the context of the NICU, understood about factors that 
influenced the implementation of kangaroo care (da Silva et al., 2015; Mörelius & 
Anderson, 2015; Kymre, 2014; Lim, 2018). The study conducted in Australia, was the 
only study to use a mixed method approach inclusive of a descriptive survey and in-
depth interviews with a small sample of survey respondents to investigate attitudes and 
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Table 2 
Studies in the literature review 
Author Method Country Year 
Engler et al. Quantitative US 2002 
Chia et al. Mixed  Australia 2006 
Johnson Quantitative US 2007 
Flynn & Leahy-Warren Quantitative Ireland 2010 
Olsson et al. Quantitative Nordic countries 2012 
Valizadeh et al. Quantitative Iran 2013 
Strand et al. Quantitative Nordic countries 2013 
Kymre Qualitative Sweden/Norway/Denmark 2014 
da Silva et al. Qualitative Brazil 2015 
Mörelius & Anderson Qualitative Sweden 2015 
Namnabati et al. Quantitative Iran 2016 
Lim Qualitative UK 2018 
Deng et al. Quantitative China 2018 
Zhang et al. Quantitative China 2018 
Utami & Huang Quantitative Indonesia 2019 
Shattnawi et al. Quantitative Jordan 2019 
 
Review of the Methodology of the Studies included in the Literature Review 
The quality of the quantitative studies 
It is known that validity, like reliability, does not necessarily conform to a “one size fits 
all” pattern but rather is measured sequentially or on a continuum (Burns & Grove, 
2011). In other words, should the  researcher want to use a research instrument 
developed for a specific context, said researcher would need to ensure a test for validity 
was conducted in their unique research context. To establish the face validity of a 
questionnaire / survey the researcher will need to demonstrate that the survey will 
measure what it was intended to measure. Researchers will also need to consider 
the content validity of the questionnaire / survey. In other words, will it actually 
measure what it is intended to measure? To establish content validity researchers may 
utilise subject-matter experts to help verify that the survey will measure what it is 
intended to measure. In addition to face validity and content validity, a Cronbach’s 
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alpha measurement is required to check the reliability, or internal consistency, of a set 
of scale or test items of a questionnaire. A minimum coefficient alpha between 0.65 and 
0.8 (or higher) is preferable and hence the set of scale or test items may be considered 
reliable. 
The development of the KCQ tool 
Engler et al., (2002) were the first researchers to publish a study that examined the 
practice, knowledge, barriers and perceptions of neonatal nurses concerning kangaroo 
care in the hospitals in US. They designed a questionnaire as a research tool for their 
study named the Kangaroo Care Questionnaire, also known as the KCQ. The tool was 
developed in response to the findings from the Cattaneo & Tamburlini (1997) report of 
studies in the World Health Organisation’s Kangaroo Care Network reference library 
and an earlier unpublished study researching American nurses’ knowledge and attitudes 
towards kangaroo care conducted in 1997 by Dutcher (Engler et al., 2002). The aim of 
the Engler et al. study was to assess neonatal nurses’ practice, knowledge, barriers and 
perceptions regarding kangaroo care. The KCQ research tool is in English and 
comprised 102 items of which 100 items are quantitative and two items are open-ended 
questions. The instrument includes five sections / scales. The first section of the KCQ 
addresses socio-demographic information, in other words, characteristics about the 
NICU and the respondents. The remaining four scales of the KCQ address practice 
(level of comfort in the practice of kangaroo care with infants of varied acuity and 
conditions); knowledge (information from the literature pertaining to the benefits / 
effects / advantages of kangaroo care); barriers (based on literature suggesting that 
factors associated with health professionals, infants and parents posed potential barriers 
to kangaroo care); and perceptions (based on professional experience) pertaining to 
kangaroo care.  It is worth mentioning that the participants of this foundational study 
were nurse managers of NICUs across the US, some of whom had advanced practice 
qualifications. It was not made clear as to what percentage of the nurse managers still 
maintained an active clinical role. 
 
Face validity and comprehensibility of the KCQ was established by four experienced 
NICU staff nurses each of whom had at least eight years of neonatal nursing experience 
(Engler et al., 2002).  The reliability data with regards to the scales and subscales were 
documented as follows: 
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Scale Subscale  No. Items Cronbach’s Alpha 

























(Engler et al., 2002, p. 149) 
 
The scales of the KCQ measure a coefficient alpha of greater than 0.8 suggesting that 
the KCQ has a high internal consistency and could be considered reliable. However, the 
subscales of reluctance and appropriateness, a five-item sub-scale, demonstrated less 
internal consistency (Polit & Beck, 2017). The overall impact was, however, minimal 
on the documented face validity of the barriers scale. The documented validity and 
reliability of the KCQ strengthens confidence in its use. However, the knowledge scale 
is limited to knowledge of the benefits as at year of publication (2002) and this would 
pose a risk to validity.  
 
In the original study by Engler et al. (2002) there was a response rate of 59%. However, 
12% of the responses were from hospitals without a NICU service and therefore 47% of 
returned questionnaires were available for analysis. Burns and Grove (2011) 
acknowledge that the response rate for mailed self-reported questionnaires are known to 
be low and highlight that a questionnaire a response rate of more than 50% is desirable 
for representativeness.  
Studies using the KCQ  
In total, six quantitative studies used the KCQ to some extent in their research (Deng et 
al., 2018; Flynn & Leahy-Warren, 2010; Olsson et al., 2012; Shattnawi et al., 2019; 
Utami & Huang, 2019; Zhang et al., 2018), three of which used the full KCQ (Deng et 
al., 2018; Utami & Huang, 2019; Zhang et al., 2018) and three used sections of the 
KCQ (Flynn & Leahy-Warren, 2010; Olsson et al., 2012; Shattnawi et al., 2019).  Five 
studies  used the Engler et al. (2002) KCQ to examine practice aiming to ascertain the 
respondents level of comfort in the practice of kangaroo care with infants of varied 
acuity and conditions; knowledge aiming to ascertain the respondents level of 
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understanding or knowledge  pertaining to the effects of KC from the literature; barriers 
aiming to ascertain the respondents knowledge that health professionals, infants and 
parents were potential barriers to the scaling up or implementation of KC and 
perceptions to ascertain the respondents professional experience of the implementation 
of KC (Deng et al., 2018; Flynn & Leahy-Warren, 2010; Shattnawi et al., 2019; Utami 
& Huang, 2019; Zhang et al., 2018). A limitation though was that the knowledge items 
in the original KCQ could only outline a summary of the reported benefits of kangaroo 
care up to 2002 which put validity of these five studies at risk.  
 
Aside from Engler et al. (2002), three studies used the full KCQ which they translated, 
adapted and modified for their contexts (Deng et al., 2018; Utami & Huang, 2019; and 
Zhang et al., 2018). Two of the studies were conducted in NICUs in China (Deng et al., 
2018; Zhang et al., 2018). Respondents in these studies represented nurses working in 
Level III (ICU care), Level II (special care for babies not requiring intensive care 
treatments) and level I (transitional care nurseries, where parents are strengthening 
parent craft and babies are growing and strengthening feeding skills in preparation for 
discharge home) neonatal intensive care areas. Utami and Huang (2019) conducted 
their research in NICUs in Central Java in Indonesia. The aim of their study was to 
explore the knowledge, perception, barriers of kangaroo care of the healthcare 
providers at NICUs and perinatology wards. They were the first researchers to use the 
full KCQ and named their adaptation the Bahasa version. Face validity and 
comprehensibility was established by way of a pilot study. Reliability data with regards 
to the scales from the Indonesian Bahasa version of the KCQ (Utami & Huang, 2019, p. 
206) were documented as follows: 
 
The Bahasa version of the KCQ 





Content Validity index 0.97 
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The scales of the Bahasa KCQ suggest a high internal consistency and therefore may be 
considered reliable. Utami and Huang (2019) determined an expected sample size of 80 
for their G power sample size calculation, and documented a sample size of 111 and, 
representativeness was established. However, less than half of respondents worked in 
the NICU. It is unclear how many of the 21 respondents were nurses. It is worth 
mentioning that the variables from the original KCQ were developed to measure 
responses from neonatal nurses working in NICU, and although not documented, the 
fact that respondents were from different health professions may have had implications 
for how respondents interpreted the questions of the survey.  Indeed, the original KCQ 
was designed with neonatal nurses, working in an intensive care environment, in mind. 
Therefore, reliability for the Bahasa version is at risk. In addition, further research 
pertaining to the benefits of kangaroo care was available and by using the 2002 
knowledge items from the original KCQ validity of the Bahasa version of the KCQ was 
at risk.  
 
The second study (Deng et al., 2018) using the KCQ was from China. The aim of this 
study was to explore factors that impact nurses’ knowledge, perceptions and practice 
related to kangaroo care in NICUs in China. Deng et al. (2018, p. 4103) documented 
reliability of their data with regards to the scales from what was named the Chinese 
version of the KCQ as follows: 
 
The Chinese version of the KCQ 





Content validity index 0.892 
 
The scales of the Chinese version of the KCQ suggest a high internal consistency and 
therefore may be considered reliable. Further to strengthening validity Deng et al. 
(2018) used exploratory factor analysis to determine construct validity of their 
instrument. Of the 900 surveys sent out, 860 were returned. A response rate of 95.6% 
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was documented which established a very high level of representativeness. However, 
further research pertaining to the benefits of kangaroo care was available and by using 
the 2002 knowledge items from the original KCQ validity of the Chinese version of the 
KCQ was at risk. 
 
The third study (Zhang et al., 2018) using the KCQ was also from China and was 
published later the same year. The aim of this study was to investigate the current 
knowledge, beliefs and practices of kangaroo care among NICU nurses. For this study 
face validity and comprehensibility was established by way of a pilot study. Reliability 
data with regards to the scales from what was named the Mainland Chinese version of 
the KCQ (Zhang et al., 2018, p. 2) was documented as follows: 
 
The Mainland Chinese version of the KCQ 





Content validity index 0.891 
 
The scales of the Mainland Chinese version of the KCQ suggests a high internal 
consistency, and with clearly documented methods may therefore be considered 
reliable. Of the 900 surveys sent out eight hundred and sixty-one were returned. Zhang 
et al. (2018) documented a response rate of 95.7% demonstrating a very high level of 
representativeness. However, further research pertaining to the benefits of kangaroo 
care was available and by using the 2002 knowledge items from the original KCQ 
validity of the Mainland Chinese version of the KCQ was at risk. 
 
While it is known that no research instrument is completely valid and that using only 
sections of a published research instrument is not a recommended practice, the three 
studies (Flynn & Leahy-Warren, 2010; Olsson et al., 2012; and Shattnawi et al., 2019) 
used specific sections / items from the original KCQ and the authors documented 
rigorous reliability testing. It is worth noting that using sections / specific items of a 
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published research instrument can present implications for validity and reliability of the 
study. Although, it could be a consideration that the reputation of Engler and colleagues 
(2002), as leaders in the field of kangaroo care (founding members of the International 
Kangaroo Care Network) research and education may have strengthened the 
desirability of using the original KCQ despite there being few published studies 
documenting the uses of the KCQ.  
 
Flynn & Leahy-Warren’s (2010) research, which examined Irish nurses’ knowledge 
and beliefs regarding kangaroo care, was the first study to use the beliefs and 
knowledge sections of the original KCQ. They document time and resource constraints 
as reasons for using sections of the KCQ. Construct validity was documented by way of 
a pilot study. Their questionnaire, named the Irish KCQ, achieved a high internal 
consistency of 0.81 supporting the reliability. Flynn & Leahy-Warren documented a 
response rate of 71.3%, establishing representativeness. However, further research 
pertaining to the benefits of kangaroo care was available and by using the 2002 
knowledge items from the original KCQ validity of the Irish version of the KCQ was at 
risk. 
The next study conducted by Olsson et al. (2012), examined the level of application of 
skin-to-skin care (a phrase adopted in the Nordic health culture to represent kangaroo 
care) and the attitudes of NICU staff regarding skin-to-skin care in eight Nordic 
countries. These researchers only used the used the barriers section from the original 
KCQ. In adapting the questionnaire, Olsson et al. (2012) reported that their research 
instrument was designed to facilitate comparison with their previous and future studies. 
Construct validity was documented by way of cognitive debriefing with a subset of 
experienced health care staff. The Olsson et al. study documented a response rate of 
72%, establishing representativeness. However, further research pertaining to the 
perceived drawbacks or barriers to implementing KC was available and by using the 
2002 knowledge items from the original KCQ validity of the Irish version of the KCQ 
was at risk. 
The third study and most recent conducted by Shattnawi et al. (2019) investigated 
Jordanian NICU nurses’ knowledge and beliefs about KMC. The researchers did not 
document a clear rationale for only using the knowledge and beliefs scales of the KCQ. 
Notwithstanding, construct validity was documented in they named the Jordanian KCQ 
way of a pilot study. The Jordanian instrument achieved a high internal consistency of 
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0.88 for the beliefs scale and 0.80 for the knowledge scale and in so doing supported 
the reliability of the Jordanian KCQ. This study documented a response rate of 79% 
which established representativeness of the sample. However, further research 
pertaining to the benefits of kangaroo care was available and by using the 2002 
knowledge items from the original KCQ validity of the Jordanian version of the KCQ 
was at risk. 
The remaining quantitative studies 
The five remaining quantitative studies (Chia et al., 2006; Johnson, 2007; Namnabati et 
al., 2016; Strand et al., 2014; Valizadeh et al., 2013) also used self-reporting surveys 
and designed and developed research instruments as a means to address their respective 
research aims. Chia et al. (2006) were the only researchers to use a mixed method 
approach to survey attitudes and practice of Australian nurses in the use of kangaroo 
care and identify possible concerns with promoting KC in the NICU.  By using the two-
phased design (a descriptive survey for phase 1 and in-depth interviews for phase 2) 
they examined the attitudes and practices of neonatal nurses in the use of kangaroo 
care. Face validity of the questionnaire was established by an experienced panel of four 
neonatal nurses. However, Chia et al. documented a response rate of only 37%. The 
low response rate presents implications for the representativeness of the sample.  
 
The Swedish researchers, Strand et al. (2013) conducted a study, which examined 
kangaroo mother care in the neonatal intensive care unit, with a focus on staff attitudes 
and beliefs and opportunities for parents. Strand and colleagues documented that they 
based their research on their clinical expertise and that they used the survey designed 
by Chia et al. The instrument was piloted for face validity by six health professionals. 
Of the 165 questionnaires sent out 127 were returned indicative of a response rate of 
76.36%.  The response rate strengthened representativeness.  However, further research 
pertaining to the benefits of kangaroo care was available and by using the 2006 
knowledge items from the Australian study, validity of the study was at risk. 
The study conducted by Namnabati et al. (2016) that evaluated the practical application 
of KMC and nurses’ perspectives about its implementation and barriers in the NICUs in 
Iran used a self-reported two section questionnaire of their own design. Section one 
outlines demographic information. Section two comprises 26 questions outlining 
maternal and institutional items. Face validity was established by piloting the 
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questionnaire with 10 health professionals (which included academic members in the 
nursing and Midwifery School of Isfahan University of Medical Sciences as well as the 
staff working in NICUs). A response rate was not documented in the published 
resource which presented implications for representative ness. The instrument achieved 
a high internal consistency of 0.95 supporting strong reliability of the scale. 
 
The study by Valizadeh et al. (2013) used a, self-reporting, modified Avant maternal 
attachment behaviour scale to examine nurses’ viewpoint about the impact of kangaroo 
mother care on the attachment between mother and infant. The instrument was divided 
in to 3 subscales: the affectionate behaviour (looking, kissing, talking, smiling, rocking, 
touching, and full attention); the proximity maintaining (holding without direct skin to 
skin contact, encompassing in both arms and close contact); the caretaking behaviour 
(diaper changing, burping, and undressing). A general question was asked about KMC 
and its effects. It is unclear as to how face validity was established. However, the 
modified tool achieved an internal consistency of 0.7 which supported an acceptable 
level of reliability.  
 
The study in 2007 by Johnson examined factors as identified by nurses that promote 
kangaroo holding in the special care nursery environment using a self-reporting 
questionnaire. Face validity was established by a pilot study conducted by groups of 
five neonatal nurses. The neonatal nurses used the existing clinical practice guideline 
for kangaroo holding to develop the questionnaire in conjunction with related literature 
at the time. The revised tool achieved an internal consistency of 0.88 which supported 
reliability. The study documented a response rate of 64.2% which established 
representativeness. 
The qualitative literature 
Four studies (da Silva et al., 2015; Kymre, 2014; Lim, 2018; Mörelius & Anderson, 
2015) used qualitative methods for in-depth exploration as a means to gain 
understanding of nurses’ attitudes, beliefs and perceptions about supportive factors and 
barriers to the implementation of kangaroo care. A key strength of qualitative 
description in health related research is its appropriateness for research questions 
focused on discovering the who, what, and where of events or experiences and gaining 
insights from participants regarding a poorly understood phenomenon. Interestingly, the 
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geographic spread of the studies using qualitative description did not have as broad a 
reach as the quantitative studies  
 
The first published qualitative study was in 2014, the same year the WHO global 
initiative, ENAP, was published giving platform to and strengthening the impetus for 
the application of kangaroo care as one of the ways to optimise care for newly born 
LBW babies. Kymre (2014) explored NICU nurses’ ambivalent attitudes to skin-to-skin 
practice at 3 NICUs, Sweden, Norway and Denmark. An open (bridling) attitude was 
adopted and thorough documentation was made of how the nurses made meanings 
explicit. Mörelius & Anderson (2015) used a qualitative descriptive design in their 
study that explored neonatal nurses’ beliefs about parent-infant almost continuous skin-
to-skin contact in the neonatal intensive care. This study spanned 3 NICUs in Sweden 
and had a sample of 129 participants. The practice of skin-to-skin care in this study was 
defined as beginning in the labour and delivery suite and continuing almost 24 hours 
per day with the parents alternating until the baby is discharged.  
The Brazilian researchers, da Silva et al. (2015) explored Nurses’ adherence to the 
kangaroo care method using a Grounded Theory approach. Analysis of the data was 
clearly documented using open, axial and selective coding. Trustworthiness of the 
research was afforded by clear and detailed documentation of the research process and 
the steps of the research process could be tracked. The most recent study was conducted 
by Lim (2018), who explored Neonatal nurses’ perceptions of supportive factors and 
barriers to the implementation of skin-to-skin care in extremely low birthweight infants 
using a broad qualitative approach that included semi-structured interviews with seven 
nurses from a NICU in the United Kingdom. Trustworthiness of the research was 
afforded by clear and accurate documentation of the research process where the steps of 
the process could be tracked.  
The findings from the literature review 
Kangaroo care is practiced in NICUs 
Current research supports the findings from the first published research by Engler et al. 
(2002) which asserts that kangaroo care is being practiced in neonatal intensive care 
settings worldwide (da Silva et al., 2015; Deng et al., 2018; Lim, 2018; Namnabati et 
al., 2016; Mörelius & Anderson, 2015; Shattnawi et al., 2019; Utami & Huang, 2019; 
and Zhang et al., 2018). In fact, in some countries such as Denmark, Norway, Iceland, 
O’Bery, S 
                                                  34 
 
Finland & Sweden kangaroo care is offered in every NICU and therefore all nurses 
have opportunity, and do practice kangaroo care (Olsson et al., 2012). In some of the 
Nordic NICUs and in a Brazilian NICU it has been found that kangaroo care is 
practiced almost continuously (Kymre, 2014; Mörelius & Anderson, 2015). Therefore, 
it can be claimed that the NICUs in the Nordic countries fall in line with 
recommendations that kangaroo care needs to be practiced in every setting, regardless 
of resourcing capacity (Nyqvist et al., 2010; WHO, 2003). Nyqvist et al. highlighted 
that “local acceptability” as well as supportive newborn care practices were essential to 
succeed in the implementation of kangaroo care (p. 814). It is noteworthy to mention 
that the remunerative support offered by the national insurance system in Sweden, 
affords opportunity for parents to stay with their children round-the-clock. In the 
Swedish setting financial provision has proved a key enabler supporting the practice of 
kangaroo care.  
 
Recent studies have found that despite the scaling up of initiatives to improve early 
newborn care practises and practice guidelines for health professionals involved in 
newborn care, in settings such as in China, Indonesia and Iran, the implementation and 
practice of kangaroo care varies (Bergh et al., 2016; Namnabati et al., 2016; Xu, Yue, 
Wang, Murray, & Sobel, 2018). Agreement among recent research was that a high 
percentage of nurses believed that kangaroo care was beneficial for babies and that 
kangaroo care contributed to positive outcomes for babies (Deng et al., 2018; Lim, 
2018; Mörelius et al., 2015; Shattnawi et al., 2019; Utami & Huang, 2019; Zhang et al., 
2018). However, even with the high response rates from the Indonesian (Utami & 
Huang) and Chinese studies (Deng et al. & Zhang et al.), less than half of the nurses 
reported being experienced in the practice of kangaroo care despite the evidence 
provided of that nurses’ had strong beliefs in the efficacy of kangaroo care for babies 
and parents. Shattnawi and colleagues attributed the low practice of kangaroo care to 
“task oriented” approach to nursing care in the Jordanian NICUs being researched. 
Zhang et al. attributed the low practice of kangaroo care to gaps in knowledge 
pertaining to the efficacy of the application of kangaroo care for preterm babies as well 
as the culture of support for kangaroo care - a non-medical practice - in the neonatal 
intensive care. However, Deng et al. highlighted that while it is within the nurses’ scope 
of practice to implement kangaroo care, the medical staff have the sole “authority for 
care arrangements” (p. 4107). Aside from strengthening the finding that a variable level 
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of support for the evidenced based practice of kangaroo care existed this finding also 
suggested that the nurses perceived that they were less enabled to advocate for nurse-
led practise within the highly medical intensive care environment where reliance on 
medical expertise and technological support was implicit.  Interestingly, the evidence 
from the Chinese and the Jordanian studies pointed out that the nurses working with 
babies requiring fewer intensive treatments (as in a level II area) [51 %, 56% and 
37.7%, respectively] were more inclined to practice kangaroo care (Deng et al., 2018; 
Shattnawi et al., 2019; and Zhang et al., 2018).  In contrast, to the Jordanian and 
Chinese studies, the American and Nordic studies documented that kangaroo care was 
more likely to be implemented when a baby was in an incubator and receiving a more 
intensive level of care (Engler et al., 2002; Johnson, 2007; Kymre, 2014; Olsson et al., 
2013; Strand et al., 2013). Some researchers put forward that kangaroo care was likely 
to be a priority in the ICU because babies were ill and the nurses considered, believed 
or perceived the benefits to be the most profound with the critically unwell or 
extremely low birthweight babies (da Silva et al., 2015; Johnson, 2007; Kymre, 2014; 
Olsson et al., 2012). Adding to this, the evidence from the Nordic countries also found 
that because most of the babies in the ICU were in incubators, the nurses reported that 
parents perceived it easier to apply kangaroo care compared to when the baby was 
clothed and in a cot (Olsson et al., 2012). 
 
Strand et al. (2014) agreed with the finding from the Chia et al. (2006) research which 
found that while the nurses reported practicing kangaroo care to some degree, their 
nurses’ willingness to practice kangaroo care was influenced by what was believed 
about the practice of kangaroo care. A finding which on its own could be regarded with 
caution but a consideration for value of this finding was that it was confirmed in the 
spontaneous comments presented by the respondents. Similarly, the study conducted by 
Olsson et al. (2012) including the early study by Engler et al. (2002) found that nurse’s 
perceptions strongly affected the implementation of kangaroo care and that the nurses 
who did not practise kangaroo care believed less in its value.  
 
In summary, it is apparent that kangaroo care is widely practised. Apart from support at 
organisational level and models of care that promote developmentally supportive care, 
the literature reports that a nurses’ willingness is key to the implementation of kangaroo 
care.  What’s unclear is that despite global health investment and newborn care 
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initiatives offering clear guidelines that support the practice of kangaroo care as a 
wholistic care strategy with well-defined health benefits for mothers, fathers and baby, 
there remain impediments to its full adoption.  
 
Two patterns of kangaroo care application 
The evidence from the research investigating the application of kangaroo care, in the 
high technology environment of a NICU, suggests that kangaroo care is being 
implemented in two ways, continuously or intermittently where continuous kangaroo 
care is enacted 24 hours a day and intermittent kangaroo care from 20 minutes to 9 
hours every other day (Kymre, 2014; Mörelius & Anderson, 2014; McGowan, 
Naranian & Johnston, 2017; Nyqvist et al., 2010). The literature review, the intermittent 
practice of kangaroo care is more popular (da Silva et al., 2015; Olsson et al, 2012; 
Strand et al., 2014; Zhang et al., 2018). Researchers agree with the finding from 
members of the Expert group of the International Kangaroo care Network (Nyqvist et 
al., 2010) that the intermittent practice of kangaroo care is linked to the guidelines  set 
for  practice in a NICU (Deng et al., 2018; Shattnawi et al., 2019; Utami & Huang, 
2018; Zhang et al., 2018). Despite the impetus from the ENAP (2014) to improve 
birthing practises, a paucity of published literature exists pertaining to what degree 
kangaroo care is implemented in every NICU of every country of the world. In 
countries such as Denmark, Sweden and Norway babies deemed as clinically stable 
who were nursed in incubators were more likely to have more time in kangaroo care 
compared to when clinically stable babies were in a cot (Olsson et al., 2012). On the 
other hand in Finland a baby received less than three hours of time in kangaroo care per 
day whether it was nursed in a cot or in an incubator. These findings were strengthened 
by the comments in the open questions. Olsson and colleagues document that in the 
Icelandic NICUs a baby has more skin to skin contact when they are nursed in a cot. 
The variation of kangaroo care implementation / practise may be attributed to the 
current NICU standards or practices. In other words, where NICU care is focussed on 
non-separation of mother and baby kangaroo care is more likely to be a norm (Nyqvist 
et al., 2010).   
In other countries such as Brazil and Sweden, nurses practiced the complete kangaroo 
mother care method as highlighted by the WHO provision for kangaroo mother care 
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(2003) that advocates for the continuous enactment of kangaroo care (da Silva et al., 
2015; Olsson et al, 2012; Strand et al., 2013). The continuous method of kangaroo care 
follows strict protocols as set out in the WHO guidelines (2003). NICUs offering the 
complete method of kangaroo mother care offered a bedside space to accommodate the 
mother or parents of the baby. The research from Sweden, where continuous kangaroo 
care was the norm, offered that nurses with more than five years of experience felt 
more comfortable implementing kangaroo care (Kymre, 2014, Olsson et al., 2012).  
What was more prevalent from the research was that most NICUs supported the 
intermittent practice of kangaroo care where parents were encouraged to apply 
kangaroo care for at least an hour. Encouragingly, regardless of whether the model of 
care afforded intermittent or continuous kangaroo care in each instance, the skin-to-skin 
component of kangaroo care was encouraged as soon as possible after the birth of the 
baby.  In other words, health professionals at every level of care recognised the value of 
early mother-baby-skin-to-skin contact. However, there is a lack of information about 
whether the same level of support is applied once a baby is admitted to the NICU. 
The literature clearly documents two models of kangaroo care application in the NICU. 
Even though global health initiatives support continuous kangaroo care, very few 
NICUs are able to support the practice of continuous kangaroo care. The literature 
documents variable implementation of kangaroo care by nurses despite expert 
recommendations of at least sixty minutes of kangaroo care per day.   
Nurses know about benefits/outcomes associated with kangaroo care 
Every study in this literature review has shown that NICU nurses do know about the 
benefits of kangaroo care, albeit to varying degrees. Researchers agree that the nurses 
in NICUs where kangaroo care was practiced, were likely to be more knowledgeable as 
to the effects on general well-being and health outcomes for the baby and its mother 
and any surrogate in the absence of the mother (Kymre, 2014; Namnabati et al., 2016; 
Olsson et al., 2012; Strand et al., 2013). Interestingly, the findings from one of the 
recent studies conducted in China (Zhang et al., 2018) agree with the early findings 
from Engler et al., who found evidence that in NICUs where kangaroo care was not 
practiced, nurses were more knowledgeable about kangaroo care and in NICUs where 
kangaroo care was practiced nurses had lesser knowledge about the benefits of 
kangaroo care. Concurring with early findings other studies established that having 
knowledge of the benefits of kangaroo care did not guarantee the implementation of 
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kangaroo care (Kymre, 2014; Mörelius & Anderson, 2015; Strand et al., 2014). The 
study conducted by Chia et al. (2006) was the only study that found that although most 
nurses were familiar with the benefits of kangaroo care, there were nurses who believed 
that the benefits of kangaroo care have been overstated. Although Chia et al. 
documented that, the qualitative exploration of how the nurses understood the benefits 
of kangaroo care the qualitative exploration did not provide clear insight into the 
finding pertaining to the nurses’ belief that the effects of kangaroo care have been 
overstated.  
 
With regards to breast feeding, research found  that kangaroo care supports breast 
feeding by increasing mother’s milk supply (Deng et al., 2018; Lim, 2918; Mörelius & 
Anderson2015; Shattnawi et al., 2019; Utami & Huang 2019; Zhang et al., 2018).  
However, a perplexing finding from the Chia et al. (2006) study was that 44.1% of 
nurses were uncertain if kangaroo care offered benefits for breastfeeding. Moreover, the 
qualitative exploration conducted during the in-depth interviews did not offer further 
insights by offering deeper insight into this finding. However, every respondent from 
the Chia et al. study reported that they encouraged mothers to participate in kangaroo 
care and appeared to strongly support the practise of kangaroo care. Yet their 
uncertainty toward a key benefit, breastfeeding, of kangaroo care is confounding. It is 
worth mentioning that evidence from an integrative review supports the findings that 
the incidence of exclusive breast feeding is optimised with regular enactment of 
kangaroo care (Conde-Agudelo & Díaz-Rossello, 2016). In addition, research agrees 
that kangaroo care facilitates breast feeding in very premature babies (Campbell-Yeo et 
al., 2015; Maastrup et al., 2014; Nyqvist et al., 2010b). Contradictory findings from the 
recent study by Shattnawi and colleagues (2019) that 80.6% of nurses believed that 
kangaroo care should only be available to breastfeeding mothers while 94.4% of nurses 
acknowledged that kangaroo care contributed toward the attachment process and 79.5% 
of nurses thought kangaroo care should be offered to all parents was mystifying.  
Unfortunately, the qualitative exploration did not offer insights by affording a clear 
understanding of this finding. It was acknowledged that nurses were confused between 
the skin to skin offered at the birth of a baby and kangaroo care as a regularly applied 
method of caring for a baby. 
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It is apparent from the research that nurses know about many of the benefits of 
kangaroo care. What the research has highlighted is that confusion exists as to the 
interpretation of skin to skin care, kangaroo care and kangaroo mother care (Nyqvist et 
al., 2010). Additional considerations that have been put forward were that key stake 
holders would need to be approached to provide access to formal training in kangaroo 
care for all health professionals concerned with newborn care to advance theoretical 
knowledge and strengthen skills and competence with performing kangaroo care 
(Ambika et al., 2013; Deng et al., 2018; Olsson et al., 2012; Strand et al., 2013; Zhang 
et al., 2018). 
Factors that promote the practice of kangaroo care in the NICU 
All sixteen studies (Chia et al., 2006; da Silva et al., 2015; Deng et al., 2018; Engler et 
al., 2002; Flynn & Leahy-Warren, 2010; Johnson, 2007; Kymre, 2014; Lim, 2018; 
Mörelius & Anderson; 2015; Namnabati et al., 2016; Olsson et al., 2012; Shattnawi et 
al., 2019; Strand et al., 2014; Utami & Huang, 2019; Valizadeh et al., 2013; Zhang et 
al., 2019) included in this literature review identified factors that clearly demonstrated 
that nurses had positive professional experiences of kangaroo care in the NICU. In 
addition, all the nurses acknowledged that kangaroo care may not be feasible for every 
baby highlighting that nurses recognised that infant readiness was essential to the 
successful implementation of kangaroo care especially for preterm babies in the NICU. 
In addition, the nurses cited quality of care as an advantage of practicing kangaroo care. 
Agreeing with Deng et al. (2018), the study investigating Irish neonatal nurses’ 
knowledge and beliefs regarding kangaroo care, reported that a majority of nurses 
(96.8%) acknowledged that kangaroo care took time and could interrupt NICU care 
routines “but it was worth the effort” (Flynn & Leahy-Warren, 2010, p. 225). One study 
found that the nurses who did not practice kangaroo care held a low confidence in the 
documented effects of kangaroo care (Engler et al., 2002). 
Positive professional experiences of kangaroo care 
The respondents from six studies (Deng et al., 2018; Engler et al., 2002; Flynn & 
Leahy-Warren, 2010; Shattnawi et al., 2019; Utami & Huang, 2019; Zhang et al., 2018) 
using the KCQ agreed on the statements that in their professional experience kangaroo 
care “benefitted and improved outcomes of premature babies in the NICU”. 
Irrespective of geographic location this finding was reflected in ten other studies (Chia 
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et al., 2006; da Silva et al., 2015; Johnson, 2007; Kymre, 2014; Lim, 2018; Mörelius & 
Anderson; 2015; Namnabati et al., 2016; Olsson et al., 2012; Strand et al., 2014; 
Valizadeh et al., 2013). Also, the majority of nurses looked forward to introducing 
kangaroo care to new parents, highlighting that nurses recognised that kangaroo care 
was another way to facilitate parental confidence with navigating parenting in the 
NICU by strengthening parent craft. A finding that recognised that nurses were aware 
of the research reporting that kangaroo care had a role to play in reducing parental 
stress and that kangaroo care fostered maternal infant interaction  (Heinemann et al., 
2010;  Conde-Agudelo & Díaz-Rossello, 2016). Adding to that, in the professional 
experience of the nurses, the nurses from the Mörelius & Anderson (2015) and Kymre 
(2014) qualitative studies found that kangaroo care in the NICU had value for parents 
as it encouraged the parenting role by helping the parent to understand the behavioural 
cues (language) of their baby which reflected agreement with other studies that found 
that kangaroo care strengthened the parenting role. Also, that with daily kangaroo care 
parents were able to tune-in and focus on their baby which enhanced attachment 
between parent and baby a report reflected nurses from every study (Chia et al., 2006; 
da Silva et al., 2015; Deng et al., 2018; Engler et al., 2002; Flynn & Leahy-Warren, 
2010; Johnson, 2007;  Lim, 2018; Namnabati et al., 2016; Olsson et al., 2012; 
Shattnawi et al., 2019; Strand et al., 2014; Utami & Huang, 2019; Valizadeh et al., 
2013; Zhang et al., 2019). With that in mind, in the nurses spontaneous comments from 
the Strand et al. (2013) study nurses expressed a desire for further education about 
kangaroo care to  further enable  them to be better prepared to support parents to 
practice kangaroo care. However, respondents from the recent Shattnawi et al. study 
were in agreement with the items outlining parent-baby benefits however an uncertainty 
was apparent, where most nurses (48.5%) neither agreed nor disagreed, with regards to 
whether kangaroo care helped parents gain more confidence with caregiving skills.  
The fact that studies reported that nurses generally had positive perceptions based on 
their professional experiences and agreed that kangaroo care did not interrupt nurses 
providing care to babies or that kangaroo care benefited preterm babies did not align 
with the level of practice where researchers documented a low practice (less than 50%) 
of kangaroo care (Deng et al., 2018; Shattnawi et al., 2019; Utami & Huang, 2019; 
Zhang et al., 2018). In other words, while the nurses from these four recent studies held 
positive perceptions of the benefits of kangaroo care their level of practice did not 
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correlate with these perceptions. This finding was mirrored in other studies in this 
literature review (Chia et al., 2006; da Silva et al., 2015;  Engler et al., 2002; Flynn & 
Leahy-Warren, 2010; Johnson, 2007; Kymre, 2014; Lim, 2018; Namnabati et al., 2016; 
Olsson et al., 2012; Strand et al., 2014;  Valizadeh et al., 2013). This finding pointed 
out that although a nurse’s professional experience strengthened the value attached to 
kangaroo care it was clear that there were factors that contributed to the variability of 
the implementation of kangaroo care was variable. Chia et al. posited that there was 
confusion among nurses as to assessing readiness for implementing kangaroo care for 
preterm babies receiving certain treatments, especially babies who have an ELBW. This 
was supported by findings from recent studies (Deng et al., 2018; Lim, 2018; Shattnawi 
et al., 2019; Strand et al., 2014; Utami & Huang, 2019; Zhang et al., 2018). This 
highlighted that knowledge gaps existed pertaining to research supporting the safe 
implementation of kangaroo care for ELBW babies (Blomqvist et al., 2012; Conde-
Agudelo & Díaz-Rossello, 2016).  
 
From the evidence provided it is clear that the nurses’ professional insights pertaining 
to the benefit of kangaroo care was a precursor to willingness to offer kangaroo care. In 
other words, nurses with positive perceptions were open to the idea of kangaroo care 
but this did not necessarily translate to the hands-on daily implementation of kangaroo 
care. Perplexingly, even though most nurses had positive perceptions towards kangaroo 
care, the intervention as a health promotion strategy was reported in all sixteen studies 
as being underused (Chia et al., 2006; da Silva et al., 2015; Deng et al., 2018; Engler et 
al., 2002; Flynn & Leahy-Warren, 2010; Johnson, 2007; Kymre, 2014; Lim, 2018; 
Mörelius & Anderson; 2015; Namnabati et al., 2016; Olsson et al., 2012; Shattnawi et 
al., 2019; Strand et al., 2014; Utami & Huang, 2019; Valizadeh et al., 2013; Zhang et 
al., 2019).  
Factors that hinder the practise of kangaroo care 
In the same way as the sixteen studies in this literature review identified factors that 
supported the practice of kangaroo care, every study also identified factors that 
contributed to circumstances that hindered the implementation of kangaroo care (Chia 
et al., 2006; da Silva et al., 2015; Deng et al., 2018; Engler et al., 2002; Flynn & Leahy-
Warren, 2010; Johnson, 2007; Kymre, 2014; Lim, 2018; Mörelius & Anderson; 2015; 
Namnabati et al., 2016; Olsson et al., 2012; Shattnawi et al., 2019; Strand et al., 2014; 
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Utami & Huang, 2019; Valizadeh et al., 2013; Zhang et al., 2019).  The most reported 
barriers pertained to parental availability, fears about clinical stability of the baby 
leading to misconceptions or confusion about safety and suitability / readiness for 
kangaroo care, lack of clear guidance for practice, resourcing concerns (environmental / 
staff) and reluctance among medical staff to support kangaroo care as part of routine 
practice due to safety concerns. These areas are further explored below: 
Factors affecting parental access 
Nurses from centres across China reported that where hospital policy restricted / limited 
parental access to the NICU, the enactment of kangaroo care was impacted because of 
decreased parental availability (Deng et al., 2018; Zhang et al., 2018).  Other research 
has shown that where provision was made for unrestricted parental access parents had 
more opportunity for kangaroo care and enactment of kangaroo care was a part of 
every-day clinical practice (Kymre, 2014; Mörelius & Anderson, 2015; Olsson et al., 
2012; Strand et al., 2014). Adding to that in  NICUs where facilities for parents such as 
beds at their baby’s cot side or private rooms also afforded 24 hours per day 
opportunity for parents to stay with their baby to enact kangaroo care (Mörelius & 
Anderson, 2015; Strand et al., 2013).  
 
Aside from policies restricting visiting in some NICUs, some Swedish nurses found 
that parents found the enactment of kangaroo care for prolonged periods a challenge 
secondary to other parental responsibilities and family commitments (Kymre, 2014). 
Adding to that, other nurses reported, a lack of family support impacted on how 
available parents were for daily and prolonged enactment of kangaroo care (Mörelius & 
Anderson, 2014). These nurses cited reasons such as a partner ‘returning to work to 
make ends meet’ as key to how available the mother was for kangaroo care.   
An Iranian study reported that the cultural practice of optimising maternal rest after 
birth was as very influential to the low availability of parents and enactment of 
kangaroo care in the NICU (Namnabati et al., 2016). These findings show some of the 
complexities that parents with babies in the NICU may experience. Studies have 
suggested that while continuous kangaroo care has many benefits for babies and their 
families it is also important for health professionals to adopt a family-centred approach 
to kangaroo care and work with parents to help support care-by-parent initiatives, such 
as kangaroo care, in the NICU (Kymre, 2014; Strand, 2011; Strand et al., 2013). 
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Fears about safety  
Despite the research demonstrating beneficial outcomes for ELBW babies the 
responses from nurses in eleven of the studies in the literature review,  highlighted an 
insecurity around implementing kangaroo care for preterm babies, especially those born 
with an extremely low birthweight (Chia et al., 2006; da Silva et al., 2015; Deng et al., 
2018; Flynn & Leahy-Warren, 2010; Kymre, 2014; Lim, 2018; Namnabati et al., 2016; 
Shattnawi et al., 2019; Utami & Huang, 2019; Valizadeh et al., 2013; Zhang et al., 
2019). Nurses acknowledged the fragility of premature babies’ clinical condition when 
they agreed that kangaroo care may not be feasible for every baby. Responses from 
nurses in recent studies pertaining to hesitancy with implementing kangaroo care with 
babies with umbilical lines and endotracheal tubes suggested that in order to increase 
levels of comfort with implementing kangaroo care procedures and protocols may need 
to strengthened pertaining to securing of invasive devices (Deng et al., 2018; Shattnawi 
et al., 2019; Utami & Huang, 2019; Zhang et al 2018).  
In saying that, despite the majority of nurses (89%), who were experienced in kangaroo 
care, agreeing that kangaroo care will benefit preterm babies and that all preterm babies 
should be allowed to participate in kangaroo care, Zhang et al. (2018), some nurses 
(43.5%) perceived that the kangaroo care has no place in care provision in the modern-
day NICU. It is unclear from Zhang et al. report if the qualitative responses validated 
this finding. The authors did venture that the respondents were concerned about the 
“deleterious effects of the environment on ability to implement KC and the nurses’ 
workload” (2018, p. 8). Similarly, more than half of respondents in the Shattnawi et al. 
(2019) study reported that the modern day NICU are not the place for kangaroo care 
despite 80% agreeing that all preterm babies should be allowed to have kangaroo care. 
These findings were confounding because respondents’ from the same two studies felt 
that kangaroo care should be offered to all parent’s in the NICU,  kangaroo care 
increased the quality of care on their NICUs and kangaroo care did not interfere with 
completions of nursing tasks. Also, that kangaroo care did not keep nurses tied to the 
bedside. In saying that it does need to be acknowledged that, the item ‘modern day 
NICU is not the place for KC’ item was reverse scored, which may have confused 
respondents. However, this commentary highlighted that despite having a positive 
professional experience with the practice of kangaroo care a tension existed and that 
there may be situations or factors that may contribute to how often or when a nurse will 
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implement kangaroo care, such as nurses believing that kangaroo care had greater 
benefit for the parent than for babies or in cases where the nurse was aware that a 
baby’s safety may be at risk. In contrast, a finding from Lim (2018) was that while 
participants advocated for the use of kangaroo care in the busy NICU environment 
there were times when participants felt divided in facilitating kangaroo care, a much-
needed care adjunct, as workload demands were prioritised. However, despite the 
perceived challenges with implementing kangaroo care nurses agreed that the 
teamwork required between nurses and parents when doing kangaroo care is worth the 
effort (da Silva et al., 2015; Deng et al., 2018; Engler et al., 2002; Flynn & Leahy-
Warren, 2010; Kymre, 2014; Lim, 2018; 2016; Shattnawi et al., 2019; Utami & Huang, 
2019; Zhang et al., 2019).  
Respondents from the Shattnawi et al., and Deng et al. studies agreed that some nurses 
perceived that kangaroo care interrupted provision of nursing care and completion of 
nursing tasks. Yet more than 50% of the respondents from the Zhang et al. and Utami 
& Huang found that kangaroo care did not interrupt nursing care provision but 
promoted teamwork between nurses and parents, improved the quality of care on the 
NICU and made them better nurses. Importantly nurses’ from other studies conveyed 
that their attitudes to the practice of kangaroo care  and the manner in which 
information about kangaroo care is imparted is influential to parental attitudes and with 
successful implementation of kangaroo care (Lim, 2018; Mörelius & Anderson, 2015; 
Kymre, 2014). Findings from other studies however found that when nurses were more 
experienced with providing kangaroo care they reported that kangaroo care contributed 
to decreasing the workload by making babies more stable and strengthening parental 
confidence in the care of their baby (Engler et al., 2002; Olsson et al., 2012). 
Resource related 
Over the span of the eighteen year period, since the Engler et al. (2002) study, nurses 
continue to identify factors such as staff shortages, low nurse to patient ratios, a lack of 
clinical guidelines as drawbacks to applying kangaroo care (da Silva et al., 2015; Deng 
et al., 2018; Engler et al., 2002; Johnson, 2007; Lim, 2018; Olsson et al., 2012; Strand, 
2011; Utami & Huang, 2019; Zhang et al., 2018). Chia et al. (2006) found that 
respondents in Australia expressed strong frustration with high workloads and 
inadequate staffing levels, leaving them insufficient time to facilitate kangaroo care. 
Similarly, the recent English, Indonesian and Chinese studies highlighted that staff 
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shortages contributed to hindering the implementation of kangaroo care (Deng et al., 
2018; Lim, 2018; Utami & Huang, 2019; Zhang et al., 2018). In addition, more than 
half of the nurses felt that kangaroo care added to an already busy workload (Deng et 
al., 2018; Lim, 2018; Zhang et al., 2018). Conversely, the research conducted in 
Sweden comparing knowledge and attitudes towards Kangaroo Mother Care (KMC) 
among neonatal unit staff at two neonatal units in 2008 and in 2010 found that KMC 
did not increase staff workload (Strand, 2011). However, there is literature that has 
found that increasing the nurse-to-patient ratios does increase the likelihood of 
implementation of developmental therapies such as kangaroo care (Zhang, Lee, Chen & 
Liu, 2016). 
 
Authors have found drawbacks highlighting that nurses found it difficult to assess 
infant readiness for kangaroo care (da Silva et al., 2015; Engler et al., 2002; Johnson, 
2007; Olsson et al., 2012; Utami & Huang, 2019; Zhang et al., 2018). A consideration 
pointed out by the nurses from the Olsson et al. (2012) research was that there was little 
consistency among health professionals pertaining to what criteria to use when 
assessing infant readiness for kangaroo care. Johnson (2007) and Olsson et al. (2012) 
found that when nurses were more experienced in the NICU nursing speciality as well 
as with the practice of kangaroo care, the more confidence they demonstrated in their 
practice of kangaroo care. Linked to assessment of infant readiness for kangaroo care 
were the situations reported highlighting concerns for infant’s safety (da Silva et al., 
2015; Engler et al., 2002; Johnson, 2007; Olsson et al., 2012; Utami & Huang, 2019; 
Zhang et al., 2018). Respondents mentioned situations such as clinical instability, 
extremely low birthweight babies, fear of accidental extubation, fear of umbilical line 
dislodgement as very influential as to whether kangaroo care was applied in the NICU 
or not (da Silva et al., 2015; Engler et al., 2002; Johnson, 2007; Olsson et al., 2012; 
Utami & Huang, 2019; Zhang et al., 2018). Importantly, it was highlighted by Strand 
and colleagues (2013) who conducted a study across 109 NICUs that less than half of 
NICUs had guidelines or protocols to organize clinical practice. Moreover, the same 
study found that there was popularity for clinical guidelines in higher acuity NICUs. In 
other words, level III NICUs had guidelines to organize clinical implementation of 
kangaroo care and consequently had a higher uptake of kangaroo care. Nyqvist et al. 
(2010), in their state-of-the-art recommendations for the application of kangaroo care in 
the high-tech environment, propose that every NICU should have written evidenced 
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based clinical guidelines. Bahtsevani, Willman, Stoltz, and Östman (2010) proposed 
that clinical practice guidelines be embraced as a strategy to employ knowledge with a 
focus on researched practice. An additional consideration that has been put forward was 
that key stakeholders would need to be approached to provide access to and promote 
formal training in kangaroo care for all health professionals concerned with newborn 
care to advance theoretical knowledge and strengthen skills and competence with 
performing kangaroo care (Ambika & Nair, 2013; Deng et al., 2018; Olsson et al., 
2012; Strand et al., 2013; Zhang et al., 2018). 
Organisational constraints 
Adding to commonly reported barriers, Shattnawi and colleagues (2019) and Utami and 
Huang (2019) pointed out that organisational constraints and institutional models of 
care may contribute to whether nurses felt empowered to implement kangaroo care. 
This finding was similar to that found by the two Chinese studies and the Iranian study 
which found that nurse respondents felt disempowered to practice kangaroo care which 
was attributed to hospital policy and reluctance from medical staff to consent to 
kangaroo care for babies especially ICU (Chan et al., 2016; Deng et al., 2018; 
Namnabati et al., 2016; Zhang et al., 2018). Moreover, other research proposed that 
lack of knowledge about how to implement kangaroo care were barriers to the 
implementation or kangaroo care (Flynn & Leahy-Warren, 2010). Zhang and 
colleagues (2018) linked the lack of support from medical staff to fear of harming 
infants, lack of experience with implementing kangaroo care in the ICU and limited 
clinical education in kangaroo care. They offered that the aforementioned reasons could 
contribute to the slow take up of kangaroo care despite it being a highly recommended 
therapy. An early study by Johnson (2007) found that the rate of kangaroo care 
increased when nurses felt supported by organisational policy. These findings highlight 
the importance of professional learning conversations and teamwork to promote not 
only medical or technological innovation but embrace evidenced based initiatives for 
the betterment of patient care (Conde-Agudelo & Díaz-Rossello, 2016; DiMenna, 2006; 
Nyqvist et al., 2010).  
 
The recent study by Zhang et al. (2018) correlated with findings from the Engler et al., 
(2002) study where it was found that nurses believed that caring for a baby in an 
incubator was superior to the care afforded when a baby was in kangaroo care.   
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Similarly, the most recent Indonesian study conducted by Utami and Huang (2019) also 
found that nurses believed that caring for a baby in an incubator was superior to the 
care afforded by parents. However, this finding was not congruent with / did not 
correlate with the fact that most nurses believed that kangaroo care will benefit 
premature babies and help their parents feel more confident caring for their premature 
baby and that kangaroo care increased quality of care. The idealised perceptions scores 
did not correlate with the low knowledge scores, which could mean that in the light of 
theoretical knowledge gaps pertaining to the science of kangaroo care the finding that 
caring for a baby in an incubator was superior to the care afforded when a baby was in 




Kangaroo care was practiced in the NICU across geographies, albeit with a degree of 
variability. The research highlighted that nurses know that kangaroo care contributed to 
improved outcomes of preterm babies in the NICU. There was a high level of 
agreement that kangaroo care also had advantages for parenting in the NICU by 
strengthening parent-efficacy. However knowledge gaps regarding the science and the 
use of kangaroo care persist among health professionals concerned with neonatal care.  
However despite generally positive attitudes toward the practice of kangaroo care 
inconsistencies persist with regards to what nurses may perceive as optimal practice of 
kangaroo care. Multi-dimensional factors that impact practice were identified. A 
consistently described drawback related to the safety of facilitating the implementation 
of kangaroo care for preterm babies. In particular, intubated and ventilated babies were 
identified as being less likely to have kangaroo care by most nurses. Some studies 
highlighted that nurses who were more experienced in speciality were more likely to 
encourage parents to enact more kangaroo care. Other barriers associated with limiting 
kangaroo care were associated with low parental presence in the NICU secondary to 
hospital policy imposing restricted visiting times for parents. Other organisational 
constraints associated with less kangaroo care were identified as lack of privacy, space 
and comfortable chairs at the bedside.  
 
O’Bery, S 
                                                  48 
 
What this study will add: As mentioned, a thorough search of CINAHL, JBI and 
OVID databases revealed no published data in New Zealand pertaining to the registered 
nurses’ experiences, knowledge and practice of kangaroo care for treating low-
birthweight babies in the neonatal intensive care unit. In addition little is known about 
what factors promote or hinder the practice of kangaroo care for babies in NICU in 
New Zealand. 
The next chapter will explore the qualitative methodology applying the Braun & Clarke 
(2013) method of thematic analysis as it relates to exploring and describing RNs 
experiences, knowledge and practice of kangaroo care for low-birthweight and 
premature babies in the neonatal intensive care setting in NZ.  
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Research Design and Method 
Introduction  
The previous chapter discussed the literature as it relates to neonatal nurses and 
kangaroo care in the neonatal intensive care setting. Some of the international studies 
were articulated from a biomedical perspective with the ontology stemming from the 
more traditional scientific construct. Few studies explored or included a psychosocial 
perspective with an ontology stemming from an interpretivist viewpoint.  However, 
after considerable reflection I became attuned to my beliefs (ontology) as a researcher, I 
realised that my priority was to gain an intimate understanding of how nurses 
experienced and came to know about kangaroo care so that their responses, shared 
experiences and commonalities could be heard and understood.  My desire to explore 
how registered nurses working in the NICU context made sense of the kangaroo care 
intervention, specifically by acknowledging their experiences, how they came to learn 
about as well as their hands-on practice of kangaroo care, lent itself to a more 
naturalistic way of thinking and interpreting the human experience (Denzin & Lincoln, 
2005).  
The theoretical and philosophical assumptions underpinning qualitative research are 
broadly explored in this chapter.   The research design will be discussed for the purpose 
of the current study and the reasons for this choice provided.  This chapter will then 
provide an outline of the research methods that were followed in the study. It provides 
information on the participants, the criteria used for inclusion in the study as well as the 
population and how they were sampled. The process followed for data collection will 
also be explored and the methods that were followed to carry out this study will be 
detailed. A detailing of the application of Braun & Clarke’s method of thematic 
analysis will be furnished. Trustworthiness will be demonstrated by integration of 
Braun and Clarke’s 15-point criteria for establishing quality in research. Lastly, the 
chapter will discuss the ethical considerations that were followed in the process as it 
pertained to the current research.  
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Methodology 
Methodology refers to the structure of the research design, who or what will be selected 
in the sample, how the data is to be collected and analysed and how the reliability of the 
study can be confirmed (Creswell, 2014; Polit & Beck, 2017). It incorporates the entire 
process of how knowledge is obtained (Polit, Beck, & Hungler, 2001) and must 
demonstrate congruency with the chosen ontological (beliefs) position, epistemology 
(way of knowing) and method (Crotty, 1998) to enable credible and dependable 
interpretation of the research data.   
Ontological assumption 
Ontology defines research positions pertaining to how a researcher perceives the nature 
of reality (Braun & Clarke, 2013). Researchers agree that realism and relativism are the 
two main types of research positions (Braun & Clarke, 2013 and Polit & Beck, 2017). 
A realist researcher believes that: one truth exists; truth can be measured; truth does not 
change, and truth can be generalised to similar situations or settings (Braun & Clarke, 
2013). The realist position is well suited to quantifiable research methods. In contrast, a 
relativist researcher believes that there are multiple versions of truth (reality) and that 
reality is determined by the meanings that are attached to truth (Braun & Clarke, 2013). 
Furthermore, inherent to relativism is that truth is constantly evolving because of the 
uniqueness of the human experience/ context and therefore cannot be generalised and 
can only be transferred to similar settings or contexts.  The interpretive nature of 
qualitative research places a strong emphasis on examining / exploring subjective and 
often complex narratives from the participant’s viewpoint and context, to understand 
their individual experience (Creswell, 2014; Parahoo, 2014; Polit & Beck, 2017).  In 
other words, the inductive characteristics inherent to interpretive research increases its 
suitability for studies that explore human experiences. Qualitative interpretation allows 
for description and interpretation of how participants feel, what they know, their 
concerns, their perceptions and their understanding as they exist in a moment of time 
(Gibson, 2009). 
Epistemological assumption 
Researchers agree that epistemology outlines philosophies relative to the relationship 
the researcher has with the research (Braun & Clarke, 2013; Polit & Beck, 2017). It is a 
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branch of philosophy that explores the nature of knowledge. Epistemology examines 
what is known about the world and how that knowing came about (Polit & Beck, 2017).  
A researcher’s ontological assumption or belief will often dictate their epistemological 
belief. The realist / experimentalist researcher takes an etic approach, where they take 
an objective view of the research. On the other hand, the relativist / interpretivist takes 
an emic approach by recognising their interaction with the researched. This is a 
subjective approach which seeks to understand the holistic, dynamic, contextual and 
complex individual human experience and recognises the “perceived view” of the 
participant (Polit & Beck, 2017). In other words, no single truth is presumed as it is the 
participant who decides what’s ‘right’ and ‘true’ for them (Guba & Lincoln, 1994).   
The research design for the current study 
This research followed an exploratory pattern and it endeavoured to explore and 
describe the experiences, knowledge and practice of nurses working in the NICU 
pertaining to the implementation kangaroo care.  A method that would address the topic 
in an exploratory manner was therefore needed.  
For the purpose of this study the research paradigm that was used followed a qualitative 
construct, using semi-structured interviews as discussed later in the chapter (Polit & 
Beck, 2017; Parahoo, 2014). Braun & Clarke (2013) explain the known characteristics 
that are inherent / built in to qualitative research as: an inductive approach (through 
exploration concepts, conceptual frameworks and theories emerge and are developed);  
an interactive and reflexive process (the researcher becomes the instrument of data 
collection in the researcher-participant interaction); a holistic exploration (committed to 
promoting the participant’s view and the context they give); a flexible method (methods 
of data collection that facilitate in-depth exploration of the personal experience of each 
participant). Through qualitative research, researchers can explore a wide range of the 
social processes, including the texture and weave added by everyday life, the 
understandings, experiences and perceptions of research participants, the ways that 
institutions, discourses or relationships impact on individuals, and the significance of 
the meanings that this interaction generates. Researchers can do this by embracing the 
richness of naturalistic inquiry.  
Exploration of nursing work fits well with this exploratory approach as it empowers the 
researcher to address issues of concern to nurses or patients in a manner that speaks to 
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the individualised, patient-centred, holistic and humanistic philosophy of nursing 
(Parahoo, 2014). For the current research, the approach was chosen to provide a clear 
understanding of the RNs experiences, knowledge and practice of kangaroo care.  My 
intention was not to predict or generalise any findings but to submit an interpretive 
account of actual contextual accounts offered by the participants. From inception of the 
study, I was aware of my highly motivated personal and professional outlook pertaining 
to kangaroo care and how this would impact on how I conducted the study as well as 
how I perceived, interpreted and made sense of the data. 
 
Research Aim 
The aim of the research was to explore and describe RNs experiences, knowledge, and 
practice of kangaroo care for low-birthweight and premature babies in the neonatal 
intensive care setting in NZ.  
Method 
It was important to choose a method that aligned with the overall ontology and 
epistemology outlined above. While much has been written about methods consistent 
with interpretive research, Braun & Clarke (2013) point out that the novice, and even 
more experienced researchers, grapple with the how of qualitative analysis. For this 
study Braun and Clarke’s approach has been used to provide a clear structure for 
analysis, while general principles of qualitative research have informed elements such 
as recruitment, and data collection. Braun & Clarke (2013) offer a step-by-step 
analytical process with clear examples to demonstrate the application of the method of 
thematic analysis. This process of pattern recognition facilitates in-depth analysis and 
affords reflexive interpretation of data. 
Quality / Trustworthiness of the research 
The criticism of naturalistic inquiry has been linked to reliability, rigour and validity.   
Sandelowski (1993, p. 2), put forward that “rigour is less about adherence to the letter 
of rules and procedures than it is about fidelity to the spirit of qualitative work”.  She 
maintains that trustworthiness of any research is based on how clear and accurate the 
research process is and whether the steps can be tracked. Moreover, Sandelowski 
asserts that the multi-level aspects of a naturalistic inquiry, where realities of 
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participants are constructed, added richness and depth to the art form and that in itself is 
a science.   On the other hand, Lincoln and Guba (1985) as quoted by Braun & Clarke 
(2006) suggest that reliability and trustworthiness, in qualitative inquiry, can be 
accomplished by keeping field notes, debriefing, reading and re-reading the data, 
triangulation and maintaining an audit trail.  
Braun & Clarke (2013, p. 287) put forward a fifteen-point checklist to establish a 
quality approach of data analysis (See Box 4.1). This process outlined a step by step 
approach that included: Transcription, Coding, Analysis, Overall and the written report.  
For the current research, trustworthiness was established using and integrating Braun 
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Box 4.1: Braun & Clarke’s 15-point checklist 
Process Point 
no. 




Detailed in-depth level of transcribing data where 
















During coding all items of data are considered without 
preconceptions offering unbiased and fair 
consideration. 
Themes have been generated from an all-inclusive 
coding process. 
Pertinent extracts from participant narratives have been 
collated for each theme. 
Themes are checked against each other and against the 
dataset. 











Offer an interpretive level of analysis of data. 
The data excerpts are well matched to analysis and 
offer astute illustrations analytic interpretations/ claims. 
Analysis portrays a clear and systematic representation 
of the story told by the data and the research topic. 
Balanced application of analysis to illustrative data 
excerpts. 
Overall 11 Sufficient time was allocated to complete all the phases 
of data analysis. 










The theoretical assumptions and the approach to 
thematic analysis are clear. 
The fit between the pre-supposed method and the 
analysis is congruous. 
The epistemological position demonstrates congruency 
with language and concepts used in the report. 
The researcher as the instrument is actively represented 
in the research process and that defining of themes 
develop from the interpretation of the data. 
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Research Methods 
This section identifies the procedural processes for selecting participants, how data was 
collected and how data was analysed. 
The selection of participants  
Sampling is the decision-making process that underpins who will participate in a study 
(Polit & Beck, 2017).  In order to include participants who could address the aim of this 
research, it was important to select participants based on their suitability and their 
experience with the phenomenon (Gibson, 2009; Holloway and Fullbrook, 2001). This 
type of sampling is called purposive sampling (Polit & Beck, 2017).  
Inclusion criteria 
To facilitate the selection of participants who would best inform the study, the inclusion 
criteria for this study were: RNs employed in a nursing role in level I (transitional care 
nursery), level II (high dependency/ special care) or level III (intensive care) NICUs at 
either the Canterbury District Health Board or Southern District Health Board. The 
participants needed to be available between November 2017 and March 2018 for 
interviews, in order to fit within the timeframe of the research. The exclusion criteria 
were RNs not currently employed in a nursing role by the two units and RN’s in an 
orientation period at the time of recruitment.  
The participants 
The study aimed to recruit between twelve and fifteen participants who met the 
inclusion criteria. Fourteen registered nurses expressed an interest and participated in 
the research. There were seven participants from each neonatal intensive care unit. 
Research participants were identified by a pseudonym in all aspects related to the 
project. Participating in the research afforded the participants the opportunity to 
become closely involved with the research process and gain an understanding of how 
evidenced based practice is formulated (NNCA, 2015). 
The process of participant recruitment 
Braun and Clarke (2013) explain that recruiting participants is linked to whether a 
potential participant finds the research topic interesting. Recruiting participants was 
done from October 2017 to March 2018.  In anticipation of the research the initial 
contact was made with the clinical nurse managers in charge of the neonatal services at 
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the two units. The clinical nurse managers were provided with an outline of the 
intended study and their permission was sought to access nursing staff. Information 
about the study was detailed by way of a recruitment poster (see Appendix I) that was 
made available to each centre.   Envelopes containing the pre-addressed envelope, the 
Participant information sheet (see Appendix II) and the Participant Expression of 
Interest form (see Appendix III) were made available to the charge nurses and all RNs 
by the respective clinical nurse managers. Interested nurses were invited to contact me 
by phone or email if they wanted more information about the study. Instructions were 
provided for nurses who were interested to complete the expression of interest form and 
post the pre-addressed envelope into the slotted box marked for the study, which had 
been left in a designated location in each NICU.  Following the receipt of the 
completed expression of interest forms, each potential participant was contacted by 
email and the study was further explained providing opportunity for the nurses to ask 
questions. Once verbal consent was obtained, a mutually acceptable time for finalising 
written consent (see Appendix IV) and conducting an interview at the participant’s 
local Centre for Post Graduate Nursing Studies offices was arranged. No interviews 
took place at the hospital locales or in work time, as specified when applying for 
locality access and to the University Ethics Committee. 
The Setting  
The study recruited participants from two neonatal intensive care units. For the purpose 
of the study these NICUs will be known as Unit 1 and Unit 2. Both NICUs are modern, 
tertiary centres offering ICU (Level III) level care, high dependency / special care 
(Level II) and transitional nursery care (Level I). Both NICUs are configured to meet 
care provision and service requirements (White, Smith & Shepley 2013). However, 
Unit 1 has access to on-site paediatric surgery and has Neonatal Paediatricians who do 
not provide a cross over service to the paediatric service. Both NICUs are equipped to 
treat babies with life-threatening conditions or requiring life-preserving treatments who 
are nursed in the intensive care area. During the critical phase of recovery acutely ill 
babies can be physiologically unstable. 
Unit 1 
Unit 1 is the largest of the regional NICUs on the South Island of New Zealand. At the 
time of the study Unit 1 had forty-one, resourced cot / bed spaces. The current layout 
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supports seven rooms. Each room has an open-bay design.  The critical care support 
area, the ICU, has a multiple-bed layout. Critical care support can be extended up to 
room three, when acuity or demand necessitates. Lower acuity level babies can be 
accommodated in any room. This is flexible and dependent on resource availability at 
the time of admission. The ICU area has twelve resourced pods (cot spaces). There are 
three, smaller rooms that are resourced for five babies and two multiple bed areas that 
are resourced for up to twelve cot spaces each. All the rooms are interconnected and 
can be closed off with a sliding door. The unit has five, two bedded, care-by-parent 
rooms that are mainly used when babies are preparing for discharge. The average floor 
space per cot is in the ICU is nearly twice as much as the floor space in the lower acuity 
areas. See figure 3 for a visual representation of the floor plan of Unit 1. At the time of 




Unit 2 is the second largest regional NICU on the South Island of New Zealand. It is 
resourced for sixteen cot / bed spaces. The unit has recently been upgraded. The layout 
supports seven clinical rooms. Critical care can be extended to the three single rooms, 




Special care nursery                      
Level II + Level I 
 
Figure 3  Representation of the floor plan for Unit 1 
 
        Cot spaces as at 2017 
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when acuity or demand necessitates.  Lower acuity level babies can be accommodated 
in any room. This is flexible and dependent on resource availability at the time of 
admission. The ICU has five resourced pods (cot spaces). There are four level II rooms. 
Two rooms have four resourced cot spaces each. One room has two resourced beds. 
One room is a single room. The three single rooms are interconnected and can be 
closed off with glass sliding doors.  The unit has two single care-by-parent rooms that 
are used for rooming-in when babies are preparing for discharge. The average floor 
space per cot is in the ICU area is comparable to that of the lower acuity rooms. See 
figure 4 for a visual representation of the floor plan of Unit 2.  At the time of the study 












A central feature of qualitative interviewing is the interactive process between 
researcher and participant which demands a flexible approach.   Semi-structured and 
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open-ended questions enquiring about the whom, the what and the how ensure that the 
participant’s thoughts, feelings and experiences are explored (Braun & Clarke 2013; 
Sandelowski & Leeman, 2012). By using probes / exploring questions, the researcher 




Introductions and rapport were established when dates for interviews were agreed upon. 
On the day of the interviews a brief description of the nature and purpose of the study 
and introductory questions facilitated the smooth transition to interviewer-interviewee 
mode.  Participants were reassured that they could withdraw from the study at any point 
without repercussion. All participants signed a consent form before interviewing 
commenced. One participant was interviewed by teleconference after consent was 
obtained from the Ethics Committee. The interviews lasted between thirty minutes to 
one-and-a-half hours. The duration of each interview depended on the openness of the 
participants as well as the number of probing questions required to gain a clear 
understanding of what the participant wanted to convey. There have been no 
withdrawals from the study. 
The interview guide consisted of a short list of semi-structured and open-ended 
questions (Appendix VII). This question structure was used in each interview, allowing 
for a systematic approach and a framework to guide the data gathering process. The 
sequence of the questions depended on how the interview proceeded. See Box 4.4 for 
an excerpt of the original interview guide. As interviewing progressed the interview 
questions developed and became more language and context driven (see Box 3.5 for an 
excerpt of how the interview guide developed) to “generate more detailed responses” 
(Braun & Clarke, 2013, p. 95). Probing or exploratory questions were useful and helped 
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Box 4.4: Extract from Original interview guide 
Practice of KC 
Would you mind describing how kangaroo care fits into your care plan 
Do you experience any practical challenges with implementing kangaroo care 
In your everyday practice do you think a parent’s culture influences the performance 
of kangaroo care 
In your everyday practice do you think a parent’s knowledge about kangaroo care 
influences performance of kangaroo care 
 
Box 4.5: Example of how the interview guide developed 
Practice of KC 
Would you mind describing how kangaroo care fits into your nursing care plan? 
How do you introduce / teach parents about kangaroo care? 
Is there a clinical guideline or protocol in your unit that you can access? 
In your experience, would you mind outlining what helps babies have kangaroo care  
In your experience, would you mind outlining what you think gets in the way of a 
baby having kangaroo care  
In your everyday practice, do you think a parent’s culture influences the performance 
of kangaroo care 
In your everyday practice, what makes parents want to have kangaroo care  
In your everyday practice, what makes parents not want to have kangaroo care  
 
Reflexivity 
All research should afford adequate time for reflection, however Braun & Clarke 
(2013), imply that not all researchers apply reflective practice. The role of the 
researcher should be considered throughout the research process. As the research 
progresses a researcher’s values, goals, life interests, experiences and point of view 
impacts on how knowledge is constructed (Braun & Clarke, 2013).  Moreover, a 
commitment to reflective praxis provides the researcher opportunity for discussion / 
discourse of their ontological and epistemological position, providing opportunity to 
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generate a deeper understanding of the phenomenon being researched as well as 
broaden knowledge and skill as a researcher. Furthermore, reflexivity affords the 
researcher opportunity to consider how a particular way of thinking and knowing 
affects how the research will be undertaken and reported.  
As a neonatal nurse working in Unit 1, I was aware that my personal biography could 
influence the research process because qualitative researchers and the study participants 
interact in a social process by way of establishing a rapport during the data collection 
process (Polit & Beck, 2017). Through active reflection, I endeavoured to offer 
iterative, objective and contextually bound interpretation of the data that under other 
circumstances may not have been perceived as important (Andrist, Nicholas, & Wolf, 
2006). 
 
Data analysis using Braun & Clarke’s thematic analysis 
Overview 
Data analysis is fundamental to the credibility of qualitative research. Braun & Clarke 
(2013) clarify that inductive (bottom up) compared to deductive(top down) coding does 
not attempt to fit codes into any preconceived theoretical perspective but rather lets the 
data drive how the patterns or themes are established. Braun and Clarke hold that 
thematic analysis is a flexible and easily learnt method well suited to novice 
researchers. Also, thematic analysis can have:  a semantic approach where coding and 
development of themes reflect the content of the data; a latent approach where coding 
and development of themes reflect concepts / ideas and theories underpinning the data; 
a (critical) realist or essentialist approach that pinpoints and elucidates the perceived 
reality presented by the data; and a constructionist approach which pinpoints how a 
particular reality/context is created by the data.  
As a method of data analysis, Braun and Clarke’s approach was chosen for its 
flexibility and its clear proceedings / steps. The method’s flexibility supports and 
indeed afforded a creative yet systematic approach to coding, analysing, reflecting on 
and interpreting the data. In as much as the idea of a step-by-step approach to analysis 
can be perceived as rigid, Braun and Clarke’s thematic analysis recognises researcher 
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reflexivity as a hallmark of analysis where the inductive line by line coding of data and 
constant comparison afforded interpretation of the meaning conveyed by the data.  
The data set consisted of 206 pages comprising ten hours of audio recordings, and 
hence needed accurate citing in order to track quotations. This contributed to the 
reliability and trustworthiness of the study.  In the data analysis excerpts of data were 
represented within double quotation marks with ellipses at the beginning and the end of 
each quotation. Indeed, for auditability paragraph and numeric line referencing was 
represented as follows: (para, line 1). For example:  Zoe explained that “…we do it 
(KC) quite well in ICU…” (para 18, line 8).  This excerpt can be tracked to Zoe’s 
transcript and located in paragraph 18 on line 8. 
Doing the analysis 
After each interview, the digital audio recording was listened to and initial impressions 
were documented. The digital audio recordings were transcribed by a University 
approved transcriber.  See Box 4.6 for an excerpt of a detailed transcript.  
 
Box 4.6: Example of Excerpt of a transcript 
1. Zoe Well I see Kangaroo Care as skin to skin time between 
mother and the baby, or the father and the baby. And for me it’s a chance for 
them to really connect so in the unit there is separation between the parents 
and the child which is a very unnatural state and parents go through a lot of 
grief having to leave their baby in the unit and not be with them 24/7.  So I 
see Kangaroo Care as a really important part of connecting them both so the 
baby’s got that overall skin contact and relaxation from the parents 
breathing, they can hear the heartbeat, they can hear the familiar voice of 
their parents and they’ve got the smells of mum’s breast milk and yeah. 
2. SSO So leading from what you said that mums and dads, when 
offering Kangaroo Care to either mum or dad what’s different? 
3. Zoe I guess I’m trying to connect with the mum first and you 
want to do that as soon as possible after delivery when the baby’s stable 
enough but getting out with CPAP and everything’s cool, mum’s come in on 
the bed and that’s often an opportunity to get baby’s up.  So what’s different, 
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I see probably mothers have more skin to skin time and generally mothers 
are there more often through the journey and you are also looking as 
probably the starting point for breastfeeding, initiating breastfeeding, it’s for 
mums that will stimulate lactation and maintain that ongoing lactation as 
well.  And I think we do it quite well in ICU and then as you go on through 
the different rooms in the neonatal unit the babies move out of the 
incubators, it’s not so easy to get them up and they’re clothed and you have 
to undress them and there’s less privacy, more people in level 2 and the 
transitional care nursery, so that might put people off skin to skin as well. 
 
On receipt of the transcript, the audio recording of the interview was listened to, to 
ensure accuracy. Once this process was completed the transcript was provided to the 
participants to check authenticity of the interview and when they were satisfied and 
returned the transcript the data was coded. 
For this project I have drawn on Braun and Clarke’s (2013) framework and have 
applied it in a systematic manner to describe and explain the process of analysis within 
the context of the current piece of nursing research (see Box 4.7). 
Box 4.7: Braun & Clarke’s six-phase framework 
Phase 1: Becoming familiar with the data, 
Phase 2: Generating initial codes, 
Phase 3: Searching for themes, 
Phase 4: Reviewing themes, 
Phase 5: Defining themes, 
Phase 6: Writing up the analysis. 
 
Phase 1: Becoming familiar with the dataset.  Braun and Clark (2013), associate this 
phase with immersing oneself, as the research instrument, in the data interactively, by 
collecting, collating, transcribing, reading and re-reading each piece of the data. The 
process of immersion facilitates a deep-seated understanding of the data, which Braun 
and Clarke refer to as “intimate familiarity” (2013, p. 204).  Besides the reading and re-
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reading of the data, making notes at the time of the interview and during the 
familiarisation process can help the researcher capture loose impressions, noticings, 
things / phrases of interest relevant to the research question. See Box 4.8 for an 
example of rough notes made on a transcript that highlighted things of interest to the 
current research.   
After external transcription had been completed and before synthesising and 
interpreting the data each participant’s transcript was read and re-read against the audio 
recording to ensure accuracy and that the participant’s story was told.  During the 
synthesis and interpretation of the data, participant transcripts, notes and memos were 
correlated to make sure the quotes were accurate and true to context.  
The research was further authenticated by its fit within the existing body of related 
research. Researchers agree that a key element in qualitative work is the authentic 
representation / capture of the participant’s experiences (Braun & Clarke, 2013; 
Streubert Speziale, 2007a; Tracy, 2010). Therefore, the accurate capturing of the 
participants narrative / story, was pivotal to the trustworthiness of the current research.  
Box 4.8: Example of rough notes / loose impressions / noticings 
Relaxed. Open. Animated. Needed ++ probing questions. Able to speak to KC 
broadly. Knowledge of KC= physiology + thermoregulation + BF. Defensive 
postures/ nuance when asked about own practice (question about KC in daily nursing 
care plan). =? sporadic implementation of KC.  Will implement KC if parent asks - ? 
not offered if not asked for/  ? initiate / educate parents re priority/ rationale for 
practice of KC with prem. Cites stress++ -?busyness. Perceives KC adds to workload. 
 
Phase 2: Generating initial codes. Braun & Clarke (2013) point out that the main 
feature of this phase is to systematically collect aspects of interest from the dataset by 
highlighting phrases or excerpts of interest to the study. During the coding process all 
the items / aspects of the data were considered without preconceptions.  Coding is a 
way to reduce data into smaller chunks. Researchers may code for specific aspects from 
the dataset, called selective coding, or code for everything relevant to the research 
question, called complete coding (Braun & Clarke, 2013). After complete coding 
(where all aspects relating to the research question were recognised) of each transcript, 
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the data derived codes were compared against the transcript for accuracy of 
representation of participant narratives. The coded information represented data and 
researcher derived codes. Braun & Clarke (2013, p. 207) reassure that “in practice 
codes can have both elements”. Naming of initial codes was broadly descriptive and 
linked to the context of the data. See Box 4.9 for an excerpt of the forming of initial 
codes during the complete coding process.  The participant narratives illustrate 
reciprocity with the named themes. Following this the themes were checked against 
each other for coherence and rechecked against the data to ensure they represented the 
data accurately. In so doing, an initial list of codes was generated. The defining of 
candidate themes stemmed / developed from the complete coding process. NVIVO 
software was used to collate and file the transcripts, memos, field notes and coded data.  
Box 4.9: Example of coding on an excerpt of data 
Data excerpt Initial Codes and latent codes 
Carly            My definition of kangaroo 
care is when preterm or it's more the type 
of care used to promote the bonding 
experience for parents who’ve had a 
preterm baby. It’s often an emotional 
experience for these parents. Kangaroo 
care in my understanding is when they put 
their little bubs into skin to skin with their 
mums. As I’ve observed working in my 
unit. We promote bonding which for us is a 
physical bonding as well as emotional 
bonding and equally kangaroo care offers 





-priority for mums 
-Emotional closeness 
- a healing hug (latent code) 
-Offers comfort for baby 
-Offers comfort for parents 
-KC is practiced 
-understanding the needs of the parent 
baby dyad (latent code) 
 
With the complete coding process this excerpt of data generated codes that provided a 
concise summary of the data. Braun & Clarke (2013) refer to these codes as data 
derived or semantic.  They highlight that this level of coding reflects the participant’s 
language and ideas. Further consideration and deeper analysis yielded two researcher-
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derived or latent codes called: a healing hug and understanding the needs of the parent-
baby dyad. 
At this point of the analysis the codes depicting similar data were collapsed and 
renamed.  For example, there were three codes that reflected what nurses perceived was 
a key benefit of kangaroo care for parents namely: calming effect; decreases stress; and 
helps parents overcome fear. These codes were collapsed to form the code decreases 
levels of anxiety. See Box 3.10 for an example of how similar codes were collapsed to 
form one code.   
 
Box 4.10: Example of how similar codes were collapsed to form one code 
calming effect 
decreases stress  
helps parents overcome fear 
 
Initial codes                                                             collapsed codes data forming one 
code 
 
After checking of codes against the data other codes were renamed to more accurately 
reflect the data content such as an initial code called KC logistics was renamed 
knowledge and understandings.  
Phase 3: Searching for themes.  Braun & Clarke (2013) associate this phase with 
grouping of codes identifying an interesting pattern in the data and naming the pattern/ 
theme. Themes are patterns that capture important or interesting aspects of the data. 
Braun and Clarke explain that themes identified in this phase are conditional and 
develop with the analysis of the data. These conditional themes are called candidate 
themes.  
In this case together with the research supervisors, the codes, sub-themes and potential 
candidate themes were discussed and examined. Codes representing similar ideas, 
views, concepts or meanings were grouped together to form sub-themes. Sub-themes 
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Clarke encourage researchers to not only describe data but offer an interpretive analysis 
by “going beyond the explicit content of the data so the implicit meanings may be 
identified” (2013, p. 207). During this process patterns relevant to the research question 
became clear and gained platform. This process was well demonstrated by providing 
evidence of how codes and themes were identified. Themes had central organising 
concepts and contained many ideas related to the central organising concept. In so 
doing, themes were meaningful. In addition, the data excerpts were well matched to the 
interpretive analysis as a clear picture of the participant story was portrayed. Illustrative 
excerpts were balanced and closely linked with the interpretive analysis.  
For example, the data presented several codes that related to the effect kangaroo care 
had on babies. These codes were organised and collated into three sub-themes. One 
sub-theme was called supports physiological stability (data derived/ semantic) which 
developed into the researcher-derived sub-theme called steadies clinical measurements. 
The remaining two sub-themes were stress buster, by design and put them on the chest 
and they will go to the breast were researcher-derived sub-themes, which developed 
with deep reflection and further consideration of the meaning of the data. These 
subthemes fit under the candidate theme called No ifs ands or buts about it: baby does 
better (see box 4.11) which represented data that demonstrated the effect of the 
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At the end of this step all the codes that had been organised into the theme No ifs ands 
or buts about it, baby does better was compared to the data for fittingness (Braun & 
Clarke, 2013).  At each point re-reading the data linked to the codes, sub-themes and 
candidate themes afforded a deeper interpretation of what participants were saying in 
preparation for the next phase of analysis. Using NVIVO, simplified coding and 
forming of potential themes because data could be visualised and accessed at the click 
of a button. 
Stabilizes heart rate 
Evens respiratory pattern 
Stabilizes respiratory rate 
Stabilizes temperature 
Improves oxygen saturations 
No ifs ands or buts about it: baby does better 
 
Supports physiological stability  
(data-derived) 
 
Steadies clinical measurements 
(researcher-derived) 
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Phase 4: Reviewing the themes. Braun & Clarke explain that during this phase the 
preliminary candidate themes that have been identified in phase three may be modified 
or developed consequent to deeper analysis.  
In this case, the candidate themes were checked to ensure that they accurately reflected 
the coded data and then were analysed and redefined and presented in a thematic map. 
Box 4.12 provides a list of preliminary candidate themes and how they developed with 
deeper analysis. Using NVIVO made it easier to access read and re-read data and the 
mapping of the codes and candidate themes made it easier to move and re-allocate 
codes and visualise the data.  
Before finalising themes, each category was discussed with the research supervisors to 
ensure they fit together to accurately tell the story of the data. After discussing how the 
themes fit together, data was re-read and further analysed. Taking some time away from 
the data afforded opportunity to reflect on whether the themes made sense, whether the 
data supported the themes and whether themes contained too much data. This deeper 
reflection strengthened how data was analysed and afforded a greater level of impartial 
analysis. Braun and Clarke encourage researchers to not only describe data but offer an 
interpretive analysis by “going beyond the explicit content of the data so the implicit 
meanings may be identified” (2013, p. 207).  
During this process, patterns relevant to the research question became clear and gained 
platform. This process was well demonstrated by providing evidence of how codes and 
themes were identified. For example, the codes within the preliminary theme, KC 
scaffolds self-regulatory behaviours in babies (See box 4.12) captured data reflecting 
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Codes                                                 Sub-themes                Preliminary Candidate 
Theme 
 
As data analysis developed, a more researcher-derived (latent) coding was applied. This 
offered an interpretive view of the meaning of the data or what was being said. As an 
example of this process (see Box 4.12) the preliminary candidate theme KC scaffolds 
self-regulatory behaviours in babies was re-defined and became Meritable practice for 
babies. However, this theme was not rich and offered a limited view of the story told by 
the data. After further reflection, the theme was redefined to become, No ifs ands or 
buts about it: baby does better, which was a more coherent fit with the data which 
reflected the effects kangaroo care had on babies as told by the participants / the story 
told by the coded data.  
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Box 4.13: Development of Candidate themes 
Potential Candidate 
themes  
Development of candidate themes 
 
KC scaffolds self-regulatory 
behaviours in babies 
 
 
Developed to become  
Meritable practice for babies 
Redefined with deeper analysis to become  
No ifs ands or buts about it: baby does better 
 
 
The nuts and bolts                                                 
Developed and redefined to become  




Scaffolds engaged parenting                                  
  
 
Developed to become   
Making them feel ok about a journey that’s not ok 
Redefined with deeper analysis to become  
Promoting positive family connections 
 
               
Finding merit for parental 
well-being 
 
Developed to become,  
It’s hard to argue when you look at what’s written 
After deeper analysis, the data represented in this 
theme was re-coded was re-allocated. 
 
 
Not doing as well as we 
could   
 
                   
Developed to become 
Room for improvement 
and with further analysis was redefined to become 
Room for improvement: time to get kangarooing 
 
 
Likewise, following reflection and deeper consideration of the data supporting the 
preliminary candidate theme labelled, The nuts and bolts, it was concluded that the 
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theme contained too much information and the focus was too broad. The coded data 
reflected data pertaining to the nurses’ knowledge of kangaroo care and its application 
in every day clinical practice as well a data pertaining to drawbacks of kangaroo care as 
experienced by the nurses. Some of the data in this theme was re-coded and allocated to 
relevant themes affording fittingness of the data. The theme labelled The nuts and bolts, 
was redefined, and became the researcher-derived theme called Familiar with 
kangaroo care. The theme familiar with kangaroo care had threads in all the themes 
and reflected the nurses’ experiences, knowledge and practice of kangaroo care.  
The theme, Finding merit for parental well-being, was deconstructed and re-coded to 
facilitate coherence with the data. The coded data within this theme reflected the 
witnessed effects kangaroo care had on parents. Some codes in this theme were 
abandoned, and others were re-organised to form the researcher-derived theme called 
Promoting family connectedness. This theme reflected data that illustrated that 
kangaroo care promoted positive parenting in the neonatal intensive care unit. 
The theme Not doing as well as we could (data-derived) developed with further analysis 
and became Room for improvement. The coded data within this theme reflected 
illustrations that told the story of factors that limited the daily application of kangaroo 
care. After further reflection this theme developed and became the researcher-derived 
theme called Room for improvement: time to get kangarooing.  
To summarise, a few changes were made as this stage: 
Some of the data within preliminary candidate themes were re-coded 
Preliminary Candidate Themes and subthemes were re-defined 
Some themes and subthemes were collapsed 
Phase 5: Defining and naming themes.  Braun and Clarke explain that this phase is 
associated with a detailed analysis of each theme to generate clearer definitions and 
names for each theme. This stage reflects what themes are saying, how they relate to 
each other and how subthemes interact and relate to themes.  Redefined candidate 
themes were further refined as analysis strengthened. Box 4.14 represents a final 
thematic map for an example of the how the themes came together. 
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Box 4.14: Final thematic map reflecting the interplay between themes 


























On mother: a place like no other 
Steadies clinical measurements 
Stress buster by design 
Put them on the chest, they’ll go to the breast 
A champion for parental participation 
Helps parents tune–in to their baby 
Helping parents de-stress 
Practice not standardised  
Environmental hurdles 
Nurses are in stress mode 
Out-dated practice 
Knowledge and practice 
developed out of nurses’ 
experiences. Nurses 
practiced KC. Nurses 
have practice related 





Perceived barriers  
Aroha mai, aroha atu (love received, love returned) 
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Phase 6: Producing the report. Braun and Clarke exhort that data analysis cannot be 
completed without a written report because it is only at this point that the analysis starts 
to take shape. This step is associated with the end point of the research where the 
thematic analysis is written up telling the story of the data using examples of the 
participants’ narratives.  
Reporting the synthesised themes in thematic analysis was written in a manner that not 
only described the data but offered an interpretative analysis of the themes. The report 
was supported by including excerpts of participant narratives/ responses.  In this way 
the findings were written, capturing the participants’ experiences, knowledge and 
practice of kangaroo care as pertains to the research question. See results section for the 
thematic analysis.  
 
Ethical considerations 
Ethical research is necessary for developing knowledge to underpin evidenced based 
practice (Burns & Grove, 2011). It is known that ethics has a key role in guiding 
conduct /behaviours of researchers, processes and methodologies used in research. The 
research project was approved by the University of Otago Human Ethics committee 
reference number: 17/113 (Appendix VIII).  In addition, locality approval was given by 
the Canterbury DHB (Appendix V) and the Southern DHB to recruit participants 
(Appendix VI) within their organisations. The University of Otago’s Responsible 
Practice in Research (Code of Conduct) was a cornerstone document that guided this 
research project.  Copies of all relevant research related material has been kept for audit 
purposes. The key ethical principles that were prioritised in this study were: respect for 
persons, beneficence/ non-maleficence (minimisation of harm) and confidentiality. The 
specific application of these ethical principles in this research is elaborated on below: 
Respect for persons 
This principle relates to respecting individual autonomy / self-determination which 
hinges on a person’s right to informed consent and refusal (Burns & Grove, 2011).  
Participant information was kept confidential and only broadly discussed with 
supervisors. Excerpts of de-identified interview data were presented to my supervisors 
for review during coding.  It is acknowledged that de-identifying data might not 
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guarantee complete confidentiality for participants at that point, particularly as the 
second supervisor is a Neonatologist, holding a medical specialist role on the Unit 1. 
Participants were afforded the choice to participate in the research without coercion or 
withdraw from the research at any stage without any repercussion (see the Participant 
information sheet, Appendix II and Consent form, Appendix IV).  Communication with 
the participants was honest and truthful. All questions pertaining to the study were 
answered truthfully. 
Minimisation of harm (principle of beneficence) 
An important component of ethical decision-making when undertaking research is to 
balance good over harm (Burns & Grove, 2011). While there were no specific benefits 
for participants taking part in the study, the likelihood of harm was small. It was 
recognised that some of the data gathering conversation had the potential to trigger 
difficult or distressing memories. The participants were aware that the interview would 
only proceed if they were comfortable and that at any point if an aspect of the 
conversation became too distressing recording would be discontinued. The interview 
would only resume if they felt comfortable. The participants were also aware that if a 
question evoked a particularly sensitive response they could decline to answer. 
However, this did not occur. There was the possibility of unsafe practice being 
disclosed and this was managed by making participants aware that any unsafe practice 
issues would be referred to the relevant nurse manager. No unsafe practice was 
disclosed. Each of the DHB’s had an Employee Assistance Programme that participants 
could access if support or counselling was required. 
Confidentiality 
All participants were reminded at the start of interviews to maintain privacy by keeping 
the identity of babies and their families confidential. No names of babies were 
disclosed. However, as a current employee in Unit 1, some of the babies and their 
families were in-patients at the time of the study and were known to me. While this 
helped to establish an understanding some of the complexities involved in co-ordinating 
daily kangaroo care, every effort was made to hear the voice of the participant. For 
example, by introducing interviews questions in such a way that the participant felt 
heard (see Box 4.3) when it was asked “In your everyday practice, what makes parents 
want to have kangaroo care?” Confidentiality was prioritised in the write-up where all 
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information about babies and their families was anonymised and only broad reference 
was made using terms such as the baby, mother / mum, or father / dad. 
Avoidance of conflict of interest (principle of justice) 
An important consideration in the planning of this study was the potential for conflict 
of interest, as the secondary supervisor and I are employed by Unit 1. While not in a 
management role, there was the potential that colleagues in Unit 1 would feel obligated 
to take part. To avoid any perception of coercion to take part in the study, the first 
contact regarding the study came from the information distributed by the charge nurses 
of the respective NICUs. It was only on receipt of the participant expression of interest 
form that potential participants were followed up and they had the opportunity to 
discuss the research and their participation in more detail however both supervisors are 
aware of their professional responsibility to maintain confidentiality.  
Culturally sensitive practice  
All research in New Zealand is of interest to Māori (Ministry of Health, 2006). Māori 
are indigenous to New Zealand. Health disparities exist between Māori and non-Māori. 
To avoid cultural bias and promote equity, before beginning the research, the NCNZ 
Guidelines for Cultural Safety, the Treaty of Waitangi and Māori Health in Nursing 
Education and Practice was accessed and read. This was groundwork in the interest of 
promoting cultural sensitivity and respect to each nurse who participated. While this 
study was not specifically Māori research, it is of relevance to Māori because Māori 
statistics for premature birth and breast feeding are over-represented in New Zealand 
statistics. As previously mentioned, participation in the study was voluntary. 
Māori consultation (Appendix IX) was prioritised to afford the values of hauora (Māori 
view of health), kaupapa (topic / purpose), and tikanga (locally specific practices) were 
respected. The principles of the Te Tiriti o Waitangi (Treaty of Waitangi), namely, 
partnership, participation and protection, were demonstrated. The researcher-Māori 
representative / stakeholder relationship was based upon establishing a partnership 
where the input of researcher and Māori representative were respected. Participation 
was afforded by providing information to the Māori representative about the study as 
well as offering nurses identifying as Māori, who met the inclusion criteria, opportunity 
to take part in the study. Key stakeholders and participant’s rights to their unique 
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beliefs, values and goals were protected. However, no nurses identifying as Māori 
participated in the study. 
 
Conclusion  
This chapter has explored the theoretical and philosophical assumptions that underpin 
the qualitative research approach. The chosen methodology was qualitative interpretive 
descriptions with a thematic analysis method. Rationale for the choice of method has 
been discussed. The thematic analysis method, process for sampling, data collection, 
the ethical considerations as well as the trustworthiness of the research has been 
established.  
The next chapter will begin with the introduction of the participants’ narratives and 




















The focus of this chapter is to present the results of the thematic analysis of the research 
findings in a summary format and to provide an account that tells the story told by the 
data while “providing sufficient evidence of the themes within the data - enough data 
excerpts to demonstrate the prevailing themes” (Braun & Clarke, 2006, p. 93).  
Likewise, Joffe (2012, p. 219) advised that “in the name of transparency, researchers 
need to present systematically a sufficient portion of the original evidence in the written 
account to satisfy the sceptical reader of the relation between interpretation and the 
evidence.” Each section in this chapter is a description of a major theme and includes:  
an introduction to the major theme; the network of the subthemes that constituted the 
major theme and a description and interpretation of the major theme network, including 
excerpts from the data.   
The research content subjected to thematic analysis was richly detailed. Thematic 
analysis is data-reductive. In other words, the researcher selects illustrative excerpts of 
data of relevance to the research questions to portray the story told by the data. This 
method proved sufficiently robust to simplify the data and in so doing scale the 
complexity of meaning down by identifying and allocating patterns or themes. I was 
cognisant of the fact that the nurses offered data that was reflective of their individual 
and personal practice and patient care experiences. The presentation of these results 
integrates the accounts from the nurses with an offering of an interpretive level of 
reasoning and reference to relevant literature that informed that reasoning. 
This chapter begins by exploring the demographic data of the participant nurses from 
the two NICUs before presenting the findings of the thematic analysis. Through 
utilising Braun and Clarke’s method of thematic analysis the findings offer descriptions 
of each of the themes that capture nurses’ experiences, knowledge and practice of 
kangaroo care for low birthweight and preterm babies in two NICUs in New Zealand.   
O’Bery, S 
                                                  79 
 
Demographic characteristics of the participants 
The social and professional experiences varied for each of the 14 participants. All 
participants identified as female. There were seven participants from each NICU. Nine 
participants shared an ethnically similar background. None of the participants identified 
as Māori. The nurse’s ages ranged from 24 to 58 years.  Of the 14 nurses interviewed, 
two worked full-time. The remaining nurses worked part-time with variable full-time 
equivalents (fte). The nurses experience in neonatal care, ranged between one and 28 
years. Nine of the nurses had trained as registered nurses in New Zealand, three of 
whom held additional qualifications which included a master’s degree, a post-graduate 
certificate and a lactation consultant qualification. Five participants had qualified as 
registered nurses in other countries. These internationally qualified nurses were 
registered with the Nursing Council of New Zealand which authorised them to practice 
in New Zealand.  Of the five internationally qualified nurses, one held a master’s 
degree, one had trained as a paediatric nurse and two had midwifery qualifications.  
The general nursing experience of the nurses ranged from one to 37 years. Seven nurses 
had only practiced in a neonatal setting.  
At the time of the study none of the participants had completed the United States 
Institute of Kangaroo care (USIKC) or a similar formal kangaroo care training course.  
Chapter organisation 
The remainder of the chapter will be divided into sections that represent each of the 
themes and subthemes as listed below: 
Theme 1 - Familiar with kangaroo care 
Aroha mai, aroha atu (love received, love returned) 
On mother, a place like no other 
Theme 2 - No ifs ands or buts about it, baby does better 
Steadies clinical measurements  
Stress buster, by design 
 Put them on the chest, and they will go to the breast 
Theme 3 - Promoting positive family connections   
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A champion for parental participation  
Helps parents tune-in to their baby 
Helping parents de-stress 
Theme 4 - Room for improvement: time to get kangarooing 
Practice not standardised 
Environmental hurdles 
Nurses are in stress mode 
Out-dated practice 
 
Theme 1: Familiar with kangaroo care 
The theme “Familiar with kangaroo care” introduces the reader to a theme with threads 
woven throughout the dataset. This theme represents data that captures the nurses’ 
knowledge and practice of kangaroo care. It highlighted that for many of the nurses 
their knowledge arose out of their clinical experiences with implementing kangaroo 
care. Knowledge and understanding about kangaroo care play a role in how well this 
nurse-driven intervention is implemented (Higman et al., 2014). In this theme, were 
two sub-themes named: Aroha mai, aroha atu (love received, love returned) and On 
mother, a place like no other. The sub-theme Aroha mai, aroha atu (love received, love 
returned) highlighted that the nurses recognised the priority for kangaroo care as soon 
as possible and that should the mum not be available after birth encouraging the dad to 
have kangaroo care was important. In addition, it highlighted that the nurses knew that 
kangaroo care had a role to play in strengthening immediate family as well as whanau 
(wider family) bonds. The second sub-theme on mother, a place like no other, 
highlighted that the nurses recognised that kangaroo care had a priority for mother and 
baby.  
This supports Holly’s view when she said that “…any kangaroo care is better than no 
kangaroo care…” (Para 16, line 1). 
Whether the nurses were novice or expert, with clinical expertise ranging from critical 
(intensive care) to intermediate care, they offered views outlining their individual yet 
similar first-hand experiences of kangaroo care. In so doing, the nurses’ familiarity 
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with, as well as their practice of skin to skin in a chest-to-chest position, illustrated the 
leading tenet of the kangaroo care method. Quotes from Lynn, Meg, Sarah and Livvy 
strengthened the nurses’ familiarity with the practice of kangaroo care as well as 
highlighted features distinctive to the kangaroo care method: 
Lynn: “…skin to skin with normally mother, sometimes dads, …where they (the baby) 
will be nursed skin to skin… the baby naked except for a nappy… under a top…” (Para 
8, line 1-4);  
Meg: “…she’s (the mother) lying back a little… (baby) is just snuggled into the breasts, 
in that nice wee valley…” (Para 10, line 2-3); “…we can have a better bonding. But, 
also, too exposure to skin flora-fauna those first bugs that give that baby’s immune 
system a jolt is there as well and the smell of mum and her heart beat and all those 
things help that baby regulate…” (Para 6, line 5-8); 
Sarah: “…low key environment, nice and quiet…”  (Para 2, line 1); and 
Livvy: “…It [kangaroo care] should be something that isn’t rushed…” (Para 16, line 5).   
The in-depth level of detail offered in the nurses’ explanations highlighted that the 
nurses were intimately familiar with the hands-on practice of kangaroo care. Notably, 
this data introduced the fact that the nurses knew what the kangaroo care method 
entailed. Moreover, this data revealed that kangaroo care was being practiced in the 
Neonatal intensive care settings in New Zealand.   
Aroha mai, aroha atu (love received, love returned) 
This sub-theme represented data that showed that nurses acknowledged that early 
kangaroo care created an environment that promoted a loving relationship between 
parent and baby.  A quote from Zoe, summed up the pervading view, acknowledging 
that in order to tap into the benefits afforded by the kangaroo care method, the baby 
needed to commence kangaroo care “…as soon as possible…” (Para 18, line 2). Zoe’s 
quote recognised that the clinical condition of the mother or the baby may postpone the 
commencement of kangaroo care. With this in mind, implementing kangaroo care (as 
soon as possible) sometimes meant that that kangaroo care could be delayed for up to 
“…six hours…” (Lynn, Para 16, line 3). Sarah’s quote introduced a perspective 
supported by the other nurses that when a preterm baby was admitted, kangaroo care 
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was often first implemented “…with the dad…” (Para 18, line 1) followed by the 
mother in transit to the post-natal care ward or as soon as the mother was able.  
Livvy added that in her experience dads can be a little reticent to get hands on with the 
new baby and they would usually say “…oh no, it’s fine…” (Para 52, line 1), but once 
the dads had their first kangaroo care cuddle / hold “…they want(ed) more…” (Para 54, 
line 1). Other nurses such as Holly agreed with Livvy that once given the opportunity 
and support the dads were keen “…when they (the dad) think they’re doing something, 
they’re (the dad is) sort of part of the situation and they’re (the dad is) participating in 
the care of their child…” (Para 20, line 8-10). All the nurses made a point to mention 
the involvement of the dad which demonstrated that involving dads in care provision 
was a priority for the nurses. With regards to extended hospitalisation periods as is the 
case for many preterm babies, a reality that drew attention to the view expressed by 
Becky was that “…dads often feel a bit left out because they can’t do the breast 
feeding…” (Para 56 line 1-2) and with kangaroo care “…they (dads) can be more 
involved…” (Para 56, line 3). Becky’s views highlighted that providing ongoing 
encouragement and support for dads was necessary to facilitate the dad’s continued 
engagement with kangaroo care. 
 Offering broader application of kangaroo care Lynn contributed the view that kangaroo 
care should not only be with parents and could be extended to include “…other 
nominated family members…”  whanau including grandparents (Para 8, line 2) to 
promote regular and longer durations of kangaroo care for babies with long hospital 
stays. This was not a popular view. Lynn’s view aligned with international practice, but 
this was not a culture common to the participating NICUs where it was the mainly the 
parents who were encouraged to have kangaroo care. In other words in both NICUs it 
was common that mainly parents had opportunity for kangaroo care. Lynn’s view 
highlighted an institutional constraint that may contribute to how families and some 
staff perceive the priority of providing on-going kangaroo care for stable babies who 
need to develop and grow. Also, the reality that families with prolonged hospital stays 
faced was that, while kangaroo care was important, there were equally important 
demands for their time which inevitably limited parental availability for kangaroo care. 
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On mother, a place like no other 
When nurses spoke about kangaroo care, their comments conveyed that they perceived 
kangaroo care, not just as an intervention or something “nice to do” for the mother and 
her baby. Their comments conveyed an undeniable belief that being on the mother’s 
chest is the natural environment “…where they’re meant to spend their time…” (Meg, 
para 14, line 1). Every nurse used their hands to depict the skin to skin, chest to chest 
position. All the nurses offered that kangaroo care happens mostly between mother and 
baby. Zoe added that “…skin to skin time between mother and the baby, or the father 
and the baby, is a chance for them to really reconnect…” (Para 16, line 1-2), 
considering that the admission of a baby to the neonatal intensive care unit results in 
“…separation between the parents and the child which is a very unnatural state…  (Zoe, 
Para 16, line 3). These comments illustrate that based on the nurses’ experiences early 
skin to skin helps to ameliorate some of the stress caused by maternal infant separation. 
A comment from Carly demonstrated that babies know the difference between mum 
and an incubator when she said “…when we transfer her (the baby) to skin to skin with 
mum… baby slowly becomes more calm.  You can actually almost see the transition 
from her (baby) realising that she’s not in an incubator, in the nest in the incubator and 
you’re trying to do everything that’s near skin to skin and then she realises ‘oh it’s 
mum’…” (Para 24, line 2-6). In the nurses’ experience having the baby in the kind of 
skin to skin contact attained in Kangaroo care restored mother and baby to the natural 
way of being.  
In the text that follows, there are illustrations that establish that for the baby, being skin 
to skin chest-to-chest with mother offers a body system wide regulation that does not 
necessarily translate when just conventional modes of care are used. Indeed, for a baby, 
mother is a place like no other. 
 
Theme 2: No ifs ands or buts about it: baby does better 
In addition to establishing that the NZ registered nurses were conversant with and 
practiced kangaroo care, the data also introduced that nurses understood that kangaroo 
care offered health benefits for babies. For these nurses, the fact that they had observed 
some of the health benefits of kangaroo care strengthened their priority for including 
kangaroo care in their shift plans. Additionally, this theme represented what 
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participants knew about the scientific theories supporting kangaroo care as best practice 
for the vulnerable, sick or premature babies admitted to the NICU. The following three 
sub-themes represented features of the data that fit with this theme: 
• Steadies clinical measurements  
• A stress buster by design 
• Put them on the chest, and they will go to the breast 
Steadies clinical measurements  
In every nurse’s experience it was clear that when a baby received kangaroo care, the 
baby had improved physiological features. When Gail expressed that the effects of 
kangaroo care are “…amazing…” (Para 36, line 1), she captured the essence of every 
participants commentary. All the participants reported a steadying and stabilising of the 
baby’s clinical measurements or vital signs when in kangaroo care as was illustrated by: 
Lynn: “…physiologically they (babies) are more stable…” (Para 40, line 3) “…even 
those babies who have lots of events, appear to be more stable” … (Para 42, line 1-2); 
Gail: “…they (the baby) just regulate… (Para 36, line 6) …saturations would be less 
likely to fluctuate, their oxygen level should be stable and respiratory rate should – if it 
was up, should reduce…” (Para 44, line 6-7) and  
Livvy who reported that “…the place between the mother’s breasts is where it helps 
regulate the baby’s temperature…” (Para 108, line 3).   
These findings offered what the nurses had experienced when implementing kangaroo 
care. Their descriptions illustrated that nurses had some knowledge of the international 
research that underpins and validates the practice of kangaroo care such as when Lynn 
said “…there is a lot of research around it talks about the benefits of kangaroo care...” 
(Para 16, line 5-6). Lynn’s comment about a premature baby being “…more stable…” 
(Para 42, line 2) in kangaroo care established that because she practiced kangaroo care 
routinely and had witnessed the therapeutic effects, she felt confident with the therapy 
because she knew that even if a baby was having “…more events…” (Para 42, line 1) 
related to an immature neurological as well as cardiorespiratory system the baby’s 
breathing pattern, rate of breathing, oxygenation saturations and heart rate often 
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stabilised when in the kangaroo care position. Comments such as Lynn’s showed the 
nurses’ confidence in their knowledge of neonatal physiology may contribute to levels 
of variable implementation of kangaroo care. Such as when Polly explained that “…it 
(kangaroo care) tends to be a bit scary for me still but I’m getting better at that…” (Para 
26, line 7-8) as her understanding of neonatal physiology expands and her knowledge 
pertaining to the science of kangaroo care strengthens. Gail’s report “…I find it 
(kangaroo care) incredible…” (Para 36, line 8) echoed Lynn’s view “…you can see the 
power of it…” (Para 64, line 1) represented their observed views of the undeniable 
health benefits for homeostasis as well as general wellness for babies. Ergo, their belief 
in the health benefits of kangaroo care strengthened their resolve to practice more 
kangaroo care. Although unsaid the nurses’ preference for kangaroo care versus 
traditional / conventional neonatal care was established. From the narratives of the 
nurses it was apparent that the more they practiced kangaroo care the more experiences 
they gained of the health benefits to babies and their parents.  
A Stress buster by design 
A stress cascade is set in motion when a term or preterm baby is separated from its 
mother (Bergman, 2019). Moreover, Bergman emphasised that the separation from 
mother added to the multiple sensory stimuli inherent to the NICU environment, poses 
a threat to the developing brain of the premature infant who has a very limited ability to 
cope with stress. For many of the babies admitted to the neonatal intensive care unit, 
this stress is expressed physiologically and hence a baby can experience alterations in 
clinical measurements, a decreased ability to control state, disengagement behaviours 
and decreased self-regulatory behaviours. In the nurses’ experience, infants who 
received regular kangaroo care had improved: physiological measurements, state 
control, behavioural cues and recovered quicker from stress inducing stimuli.  This 
finding was illustrated by Zoe’s explanation when she said that “…for babies skin to 
skin is a very soothing experience… there’s lots of things that happen that are really 
painful and unpleasant and uncomfortable…” (Para 40, line 1-4) “…there is so much 
going on around them that’s stimulating them (babies), …they (babies) can’t filter that 
like an adult, so they shut down, and I guess too it’s very tiring for them, they can’t 
concentrate on feeding and that’s where skin to skin care really helps to centre them 
and make them feel secure and rested and calms them down to a better state…”  (Para 
78, line 1-6). All participants acknowledged that for the baby the smell of their mother 
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when in kangaroo care “calmed and relaxed” them. Polly put forward that “…they 
(babies) sleep really much better in kangaroo care…” (Para 38, line 4). Becky added 
that “…When the baby connects the smell, voice, feeling safe, the brain makes positive 
connections…” (Para 2, line 4-5) which helps the baby to cope with the stress of 
maternal infant separation and the effect of the unnatural environment of the NICU. 
These comments illustrated that the nurses had some background knowledge that 
kangaroo care supported neurological maturation and optimised healthy development of 
the preterm brain. Also, at a deeper level the familiarity of the presence and smell of the 
mother acts as a shield or buffer against any stress induced by maternal baby separation 
tying in with recent research done by Nils Bergman (2019) exploring Maternal infant 
separation as a source of stress. 
Put them on the chest, and they will go to the breast 
Much like kangaroo care, facilitating breastfeeding is an important facet of neonatal 
care delivery. Healthy term babies demonstrate an instinct to make their way to the 
breast when left skin to skin in the first hour after delivery called the breast crawl 
(Anuchithra Radhakrishnan, 2012). In Becky’s experience, even when premature 
babies were in kangaroo care they were in a “…more natural environment…” (Para 2, 
line 12) and that in this place on the mother’s chest the baby will “…snuggle in or does 
not like a position and wriggle around until the baby finds its own little place where it 
likes to be, sometimes the breast crawl gets initiated…” (Para 2, line 13-15). Becky 
acknowledged that for many babies admitted to the neonatal intensive care unit their 
initial clinical condition may not have been supportive of skin to skin within the first 
hour of delivery as is the gold standard of post-natal care. Hence the priority for 
kangaroo care “as soon as possible” as a means to re-start and prime innate biological 
mechanisms that are essential for initiating lactation which Zoe’s explanation illustrated 
when she said “…skin to skin as soon as possible (Para 18 line 2), will stimulate 
lactation and maintain that ongoing lactation as well…” (Para 18, line 8-9). The nurses 
priority for kangaroo care in order to support breast feeding drew attention to their 
awareness of the importance of mother’s own milk for babies as when Becky said that 
“…while in skin to skin mum and baby exchange their skin flora (healthy bacteria) and 
mum does antibodies in her milk which the baby receives and the baby’s immune 
system gets build up… (Para 2, line 23-24) and … the milk is for the baby’s health and 
good growing…” (Para 60, line 2-3). Premature babies have an immature immune 
O’Bery, S 
                                                  87 
 
system and have little or no defences against infective organisms that predispose them 
to life threatening infections. Becky’s, illustrations clarified that nurses acknowledge 
that when babies had regular kangaroo care they will be colonised with the mother’s 
natural flora which will help prime their immune systems.  In addition, because the 
baby has a primary caregiver their exposure to nosocomial infections will be limited. 
The readily available tailored nutritional benefit of breast milk adds to the mentioned 
benefits of kangaroo care.  
In the experience of the nurses, they found that the regular skin-to-skin contact of the 
mother and baby in kangaroo care provided easy access to the breast and increased 
opportunities for initiating as well as helping to establish breastfeeding. This finding 
was illustrated well when Layla said “…it (kangaroo care) benefits mum and baby like 
helping with milk supply, helping with getting breastfeeding established earlier…” 
(Para 6, line 2-3) and “…it (kangaroo care) helps with their feeding as well like if 
babies are mouthing around I encourage mums to sort of put them (the baby) to the 
breast when they (babies) skin on skin, sort of support them (the baby) so they’re (the 
baby) there and even if they’re (the baby) just like there not even doing much it comes 
with maturity I think that helps…” (Para 24, line 1-4).  Chloe added that with regular 
kangaroo care, mothers were more sensitive to their babies and tuned in to their baby’s 
feeding behaviours. Chloe’s point of view established that the skin to skin in the chest 
to chest position as seen in kangaroo care creates opportunities for a baby to build 
breast feeding skill when she said “…the feeding cues are picked up much faster from 
the mum’s side, they (baby) tend to start to feed a little bit earlier, that’s because mum’s 
right there…” (Para 20, line 10-12). The explanation from Chloe was shared by other 
nurses such as Carly who said “…they (the baby) even do rooting they (the baby) even 
try to, like this is a preterm baby and usually their cues start further on, they (the baby) 
try to suckle…” (Para 24, line 7-8).  These comments illustrated that the nurses knew 
that for a positive breast feeding experience the premature mother infant dyad needed to 
spend as much time as possible in regular kangaroo care. In this way, feeding stamina 
will strengthen as breastfeeding skills develop with maturation. All the nurses’ 
viewpoints established that when a baby had regular kangaroo care their feeding 
behaviours strengthened, leading to the more natural baby-led feeding pattern and 
consequently meeting of feeding milestones. An interesting observation was that 
illustrations from most of the nurses reflecting how kangaroo care affected feeding did 
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not directly include the non-breastfeeding mother-infant dyad, despite probing. It was 
views from Gail and Meg that offered some insight into how they perceived kangaroo 
care supported feeding for the non-breastfeeding mother infant dyad. Gail expressed 
that she did offer kangaroo care for the non-breastfeeding dyad when she said she 
informs the mother of how kangaroo would benefit the baby. An additional focus from 
Gail’s viewpoint would be to help the mother understand that kangaroo care will help 
with “…bonding and feeling close to your baby and that kind of attachment…” (Para 
44, line 1). Meg, on the other hand, offered that although “…a mother may not be 
breastfeeding the benefits of kangaroo care go beyond those of just breast feeding when 
its (the baby) ready it will start to cue…(Para 42, line 1-3) …because I mean again that 
mother and baby become still more in tune with each other so she (the mum) will know 
when they are ready to engage and those things and there’s no reason even in a skin to 
skin position you can hold them against you whilst you bottle feed (hand gesture moved 
baby from chest to chest to football hold)…(Para 44, line 1-4).  
In theme three, there are illustrations that establish that regular kangaroo care can offer 
a means to strengthen parental participation and parenting in the neonatal care context. 
Kangaroo care offers parents the opportunity to engage with their child and develop 
close connections. It could be described a precursor to nurturing and developing a 
healthy attachment. 
 
Theme 3: Promoting positive family connections 
A goal of neonatal care provision is to promote early parental involvement in the care 
of their baby. The nurses highlight that in cases where the baby’s clinical condition did 
not support being moved or held, then in those circumstances’ parents were encouraged 
and supported to hand-cuddle their baby with one hand around the head and the other 
around the feet, through the portals of the incubator. This early parent-baby interaction 
assists the progress of family connectedness and promotes parent-infant attachment in 
the NICU as well as ensures consistency of caregiver (Johnson, 2013). The nurses 
recognised that involving parents in routine infant cares such as feeding, kangaroo care, 
eye care, mouth care, taking axillary temperature and nappy changes demystified the 
medical environment and was essential to facilitate parental confidence when handling 
their baby, thus promoting their role as parent. Also, that involving parents in care 
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begins on admission. Importantly an illustration from Meg showcased that when a baby 
is admitted to the ICU parents need to be gently introduced to the routines of caregiving 
such as skin to skin when she said “…I probably don’t do it (initiate conversations 
about kangaroo care) when I’m admitting them (the baby) because there’s so much 
going on admission, they (parents) are still in shock, I don’t necessarily think they even 
hear half of what we say.” (Para 79, line 1-3). While the nurses acknowledge the 
priority for kangaroo care, the nurses agreed that it was important to gauge when 
parents were ready for the kangaroo care discussion as when Meg went on to say that 
“…When I gauge that they (the parents) are ready that’s when I say ‘How about we sit 
you down and get baby out and give you some skin to skin time, because this (hand 
gesture demonstrating the chest to chest position) is a really good place for your baby to 
be?’ and even if they are scared or weren’t really that ready, I said ‘I wouldn’t offer if it 
wasn’t safe’, because that I think is a big thing for them (the parents).  If a baby, 
especially if they (the baby) are ventilated…” (Para 79, line 6-10). The stress of having 
a baby in the neonatal intensive care unit persists past the initial admission phase as 
parents  are faced with the unpredictability of their baby’s outcomes and juggling the 
priorities of life outside of the hospital as Livvy’s viewpoint illustrated when she said 
“…they’re (parents) worried about their baby, ‘is it (the baby) going to go home next 
week like they (the doctor) said, will it (the baby) breastfeed, have I (the mum) got 
enough milk, are they (employer) going to keep my job open, I’ve got no money for the 
bus fares’, there are millions of stressors…” (Para 140, line 3-5). Hence the priority for 
the nurses is that every parent should have as much kangaroo care as possible because 
as Becky framed her view “…our kangaroo care can also take stress away… (Para 10, 
line 1). From the perspective of all the nurses kangaroo care “calms and relaxes” 
parents which improves how they connect with their baby such as when Carly summed 
up the popular point of view by saying “…kangaroo care helps them (the mum) and 
when they see that “Oh my little person is cuddling with me and she’s settled in” I 
could actually do mum things even though they are in the incubator and they are really 
young, I could do these things. The skin to skin helped, calming them down, it’s a good 
kind of therapy as well because they are saying “I’m doing well. I don’t feel left out 
with bonding with baby…” (Para 28, line 6-13). 
The illustration from Sasha presented a misperception held by parents that concerned 
the nurses when she said in parents wanting to “…do what’s best for their baby…” 
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(Para 55, line 8), parents is “touching or holding their baby would cause them harm”. 
This comment illustrated that nurses were aware that parents were in shock and may 
have ambiguous feelings but that it was essential to debunk the myth that touching their 
baby would cause harm.  Holly explained that in her experience when “…parents first 
visit they ask ‘Can I (parent) touch him’…” she uses this as a platform to introduce 
kangaroo care as “…the most effective type of touch…” (Para 8, line 1-2) and 
containment holding through the portals of the incubator for a baby who is 
physiologically fragile with a low tolerance for being handled.  Nurses also found that 
getting parents involved with routine cares especially kangaroo care needed active 
guiding and that once parents had kangaroo care or did containment holding, they were 
more confident to get involved with the hands-on care of their baby.  
Within this theme, the three sub-themes that contributed to this finding were:   
• A champion for parental participation 
• Helps parents tune-in to their baby 
• Helping parents de-stress 
A champion for parental participation 
The parent-baby separation that follows an admission to the neonatal intensive care unit 
is highly stressful for parents.   Also, they feel daunted by the medical equipment and 
intensity of the environment which contributes to a perception that they are unable to 
meaningfully contribute to caring for their baby (Treherne, Feeley, Charbonneau & 
Axelin, 2017). It is a priority for neonatal intensive care staff to make every effort to 
promote family involvement in care. In Meg’s view working with parents at their level 
of readiness, was a key component to helping mums and dads feel empowered to 
engage with their baby in the neonatal care setting. Acknowledging the shock and fear 
parents are experiencing was important to engage with the family. Sarah’s opinion 
highlighted that approaches to involve family in care of the baby needed to be 
“…individualised…” (Para 37, line 8). This comment further outlined that by taking the 
parents’ unique situation into consideration contributed to helping them feel valued as 
parents. Nurses recognized that when care was individualised on every shift by every 
nurse it helped create a welcoming environment for parents as well as helped to 
alleviate some of the anxiety parents perceived when they touched or held their baby. 
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This finding offered the view that for many nurses it was routine to accommodate and 
facilitate not only a baby-centred, but a family-orientated approach.  Tilla reported that 
for some parents “…once you tell them (parents) that it's (kangaroo care) great for 
baby…” (Para 50, line 1) by explaining what kangaroo care is and by outlining how 
kangaroo benefitted the health of themselves and their baby, “…it's very easy…” (Para 
50, line 3) to gain parental participation.  However, a key consideration was that many 
parents in this modern age are time poor as they have many competing priorities and 
are often not able to be present in the neonatal intensive care for extended periods of 
time, let alone the gold standard of twenty-four hours per day, seven days per week. 
Notwithstanding, that the twenty-four hours per day care-by parent model was not 
supported by Unit 1 and Unit 2. Even when parents were rooming-in and preparing for 
discharge, they did not partake in continuous kangaroo care. The nurses acknowledged 
that in cases where a parent was time limited and only had thirty (30) minutes a day to 
spend in kangaroo care that would be accommodated, because as Sarah conveyed any 
time spent in kangaroo care offered some health benefits to the baby was  “…better 
than no time…” (Para 42, line 1). The nurses agreed that when care was individualised/ 
customised it promoted family connectedness which was “…good for the baby and the 
family…” (Sarah, Para 64, line 1-2).  Layla’s opinion highlighted that there were many 
opportunities for kangaroo care such as “…before a feed or after a baby bath...” (Para 
72, line 2). This report drew attention to the fact that sometimes nurses needed to be 
creative when promoting kangaroo care, because there were times when parents with 
babies in cots perceived that disrobing their baby for skin to skin/ kangaroo care was 
inconvenient for the baby.  Tilla’s view pointed out that it was the nurse who needed to 
normalise kangaroo care when she said “…oh the baby’s you know, dressed in a cot 
now, and I say that’s fine just undress them “… And really normalise that…” (Para 72, 
10-11).   This finding highlighted that many parents including some nursing staff did 
not necessarily perceive kangaroo care as a normal part of providing care for babies. 
Perhaps this perception contributed to the perplexing reality that although parents 
received education from many members of the health care team about how kangaroo 
care benefits themselves and their baby, they may still choose to decline kangaroo care 
and that although nurses know of the value of kangaroo care for the baby and parents 
they may choose not to prioritise kangaroo care. 
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Helps parents tune-in to their baby 
Another aim of all health professionals in the neonatal intensive care is to work 
alongside parents, to help them achieve their set goals for their time spent with their 
baby. Every participant’s report prioritised taking the parent and their unique family 
situation and preference into consideration in their daily nursing care planning.  Every 
nurse named kangaroo care as a key building block to promoting positive parent-
preterm infant relationship, which they referred to as “…bonding…” as illustrated by 
Gail (Para 36, line 3).  For mothers of premature infants, who had daily kangaroo care, 
this connection was described by Lynn as “…intimate knowledge…” (Para 20, line 2).  
Lynn’s view was echoed in other participants, that in their experience, mothers who had 
regular kangaroo care became less intimidated by the intensive care setting and were 
more “…confident with handling…”  and “…tuned into the needs of her baby more…” 
(Para 20, line 1-3). In saying this, Lynn’s report implied that kangaroo care should be 
elevated to a prescribed treatment to be taken at daily intervals.  The nurses added that 
sometimes it took repeated visits and much encouragement before dads got involved 
with hands-on care or had a kangaroo hold of the baby. It was usually when dads 
reached this stage that parents shared the kangaroo care sessions, where the mother 
would have kangaroo care in the morning and the father at night or if they are visiting 
at the same time they would have a tandem kangaroo session where the mother had 
kangaroo care first and the father would take over when the mother needed a toilet 
break. Some of the nurses pointed out that for many parents the time spent in kangaroo 
care became their protected family time. Meg expressed that in her experience “…when 
you watched them how good that was for them as a family and the baby was settled 
because, he’s only got his parents picking him up and lifting him out of bed and doing 
skin to skin and putting him back to bed…” (Para 30, line 3-6). As a participant 
observer, it was apparent that Meg’s view conveyed a popular sentiment that having 
both parents directly involved in a baby’s care afforded a more settled baby who was 
responsive to his parents which provided a sense of “…empowerment…” (Tilla, para 
44, line 6) for parents. These findings affirmed that nurses are aware that regular 
kangaroo care is a catalyst to strengthening parents’ sensitivity to their baby and 
enabling confident parenting in the neonatal intensive care unit. 
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Helping parents de-stress  
In their narratives, nurses expressed that the birth of a premature baby is often a very 
“stressful experience” for mothers and fathers. They reported that the admission to the 
intensive care unit has been linked to increased feelings of fear and anxiety related to 
unknown infant outcomes and that this impacts on bonding and attachment. This theme 
represented data that expressed the effects kangaroo care had on parents’ overall sense 
of well-being by relieving anxiety and stress.   
All the nurses recognised that parents of babies admitted to the neonatal intensive care 
unit faced altered levels of stress and anxiety. Carly illustrated this when she reported 
that at the “…start they are very very stressed and they are all sorts of negatives when 
they come in the NICU…” (Para 28, line 5-6). These raised stress levels often persisted 
for the duration of the baby’s stay in the neonatal intensive care unit which could be 
anything from one to one hundred plus days.  Livvy’s report paraphrased what other 
participants expressed when she said that “…to have a baby in the neonatal unit for any 
period of time is very, very hard…” (Para 142, line 3-4).   This acute awareness of the 
emotional state of the parents was expressed in the body language of the nurses such as 
furrowed brows and hand wringing, which implied that the nurses themselves 
empathised with the parents altered emotional state. The nurses went on to name 
sources of stress as: maternal ill health, separation from their baby, the strange 
environment of the neonatal intensive care unit, unfamiliar staff, the appearance and 
condition of the baby, medical problems too complex to understand, unpredictable 
changes in baby’s condition, uncertainty of their role as parent and how they fit in to 
everyday care planning for their child, as well as the physical demands of visiting the 
hospital after the mother was discharged. Reports from nurses such as Livvy who 
pointed out that “…the stress is hideous…” (Para 102, line 1-2).  Meg acknowledged 
that parents are often dealing with competing priorities which further impacted on 
already elevated stress levels as they endeavour to prioritise the new reality, daily visits 
to the hospital. With this awareness, Layla made a point to offer and encourage 
kangaroo care as a means to ameliorate the altered stress state because in her view 
mothers’ “… were fine or a lot calmer…” (Para 50, line 2) as soon as they had their 
baby in kangaroo care.   These findings infer that regular kangaroo care is an important 
hospital-based intervention that helps reduce stress, minimise anxiety, and calmed 
parents as well as strengthened the parental role. 
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In theme four, there are illustrations that establish that there are drawbacks to the 
performance of kangaroo care.  
 
Theme 4: Room for improvement: time to get kangarooing  
This theme reflected findings that highlighted factors that nurses perceived inhibited or 
got in the way of the regular practice of kangaroo care. Meg reported that “…along 
with developmentally supportive practice we’re not doing as well as we could…” (Para 
22, line 6). Meg’s view conveyed that she felt dissatisfied with the status quo, and that 
parents should be encouraged to get “kangarooing” (Para 51, line 46). 
 Within this theme, four sub-themes contributed to this finding. These were: 
• Variations in practice 
•  Environmental hurdles 
• Nurses are in stress mode 
• Out-dated practice 
Variations in practice 
Thirteen out of the fourteen nurses worked across the neonatal care specialisation areas.  
An excerpt from Chloe’s report illustrated that kangaroo care was practiced often when 
she said “…we do kangaroo care every day…it is part of our practice…” (Para 32, line 
5-6).  The explanation from Chloe suggested that kangaroo care was implemented 
every day for every baby at every stage of care.  However, Chloe’s point of view was 
not necessarily supported by every nurse. An excerpt from Zoe’s narrative hinted at a 
variability in practice when she said “…we do it (kangaroo care) quite well in ICU…” 
(Para 18, line 8). Zoe’s explanation suggested that kangaroo care was mostly practiced 
in the ICU when a baby was acutely unwell or required life preserving interventions.  
Her perspective strengthened accounts from other nurses (who worked in the ICU as 
well as the lower acuity areas) who pointed out that when they worked in the ICU (with 
babies who required life preserving interventions) it was implicit that kangaroo care 
was discussed with parents and prioritised. Although unsaid Zoe’s view also pointed 
out that a higher level of interprofessional interaction, communication and collaboration 
O’Bery, S 
                                                  95 
 
was explicit in the intensive care setting. Significantly, this fact highlighted that 
interprofessional collaboration may contribute to an effective delivery of care. The 
nurses’ level of commitment to implementing kangaroo care illustrated that kangaroo 
care was supported by all members of the health team in the intensive care area and 
therefore was prioritised.  What is more, the nurse’s strong conviction that kangaroo 
care be implemented for mother and baby while in the critical phase of recovery 
attributed kangaroo care equal status as that of a prescribed treatment plan that should 
be applied daily and at regular intervals.  However, what was less clearly defined was 
whether a similar level of interprofessional collaboration was available in the less 
intensive care areas and whether all the nurses applied the same level of prioritization 
of kangaroo care in their nursing care plans with babies requiring lower acuity care, 
such as those in the intermediate or special care and transitional care nurseries.  Layla’s 
view explained that “…in level 2[special care nursery], it’s like ‘oh you have parents… 
let’s get them [baby] up for a cuddle’… a plan for it [kangaroo care] is not made...” 
(Para 118, line 3-4). Layla’s view highlighted that for some nurses working in the less 
acute areas kangaroo care was less likely to be included in the shift plans. Meg 
qualified this view when she explained that “…we’re so incredibly busy that we’re a lot 
of task focused down the other end of the world (in level 2) …” (para 22, line 8-9), 
highlighting that when  nurses were faced with unpredictable and high workloads 
nursing care decisions perceived as less vital were not likely to be prioritised . 
Consequently, Meg’s report highlighted that the nurse’s capacity for critical thinking 
under pressured and stressful circumstances can be derailed and as a result nursing 
plans (interventions) perceived by the nurse as non-critical can be underperformed. 
Also, that high workloads make it less likely for babies to have kangaroo care as 
sometimes the support of co-workers are needed to help position a baby or help oversee 
the nurse’s patients. 
During the interviews the nuance of the narratives when talking to the nurses about 
available guidelines and access to guidelines or outcome standards, changed the tone of 
the narrative from confidence to unsureness. Most nurses appeared uncomfortable when 
offering views on clinical guidelines / protocols / standards related to kangaroo care. 
Some nurses such as Lynn gave a curt and indirect response when she said “… not 
specifically…” (Para 78, line 2). Gail, who had orientated neonatal care in the last five 
years, said “…I wouldn’t know where to go… it would be nice if we had some…” 
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(Para 62, line 2). Nursing as a profession combines science and art in the delivery of 
practice. These comments highlighted a gap in practice. Moreover, that easily 
accessible professional development platforms pertaining to kangaroo care (in this 
context) are not readily available for nurses who work in the neonatal setting. Carly’s 
point of view, shared by most of the nurses, strengthened the priority to limit variations 
and standardise practice when she highlighted that nurses needed ongoing education 
about how and where to access resources related to kangaroo care or research which 
was relevant to the implementation of nursing practice and care planning when she said 
“…it’ll very much help especially because every day or every shift it’s a different nurse 
coming on, so it’s how the message is being sent as well, so at least with a guide it’s 
universal or it’s uniformed, they (nurses) don’t get mixed messages…” (Para 108, line 
1-4). Layla added that … the knowledge (about how to implement kangaroo care) for 
staff, is really important…” (Para 102, line 5). Sarah’s view “…We don’t have a 
guideline as such… but that would be a good idea...” (Para 39, line 1), added that to 
afford a standardised approach to applying kangaroo care, institutional guidelines, 
operational standards, policies or clinical protocols were required. 
The nurses’ narratives proposed that having access to a standardised kangaroo care 
operational standard would help strengthen how the message of kangaroo care as not 
just a cuddle or a nice thing to do but a treatment / therapy was conveyed. Also, that 
parents’ confidence with regards to the kangaroo care procedure will be re-enforced 
with every shift change, because nurses were speaking off the same page when 
discussing or talking about kangaroo care. Layla mentioned in her report that new 
nurses have “…heaps to learn…” (Para 114, line 1) and a guideline or operational 
standard for kangaroo care would provide the necessary scaffolding to help standardize 
as well as consolidate practice.  Nurses new to any area of practice have so many new 
aspects to learn about said area of practice. Speciality nursing relies heavily on clear 
and robust operational standards and protocols in the interest of best practice. 
Environmental hurdles 
The nurses all recognised that implementing kangaroo care in large multiple bed, open 
bay, layouts can be logistically challenging when the neonatal intensive care unit was 
busy and overcrowded.  All nurses reported that parents were less likely to have 
kangaroo care when their comfort and privacy was at risk.  Overcrowded spaces 
contributed to putting parental comfort and privacy at risk because of the intimate 
O’Bery, S 
                                                  97 
 
nature of holding a baby in kangaroo care.  This was illustrated by Zoe when she said 
that “…there’s less privacy, more people (baby and two parents) in the large multiple 
bed areas … (Para 18, line 12-13) so that might put people (parents) off skin to skin… 
(Para 18, line 14).  A busy environment makes individualising care requirements for 
kangaroo care challenging. Some of nurses reported that when resources such as 
reclining chairs and privacy screens were in short supply might also put parents off 
from having skin to skin.  This was illustrated by Livvy when she said “…we don’t 
have enough suitable chairs…” (Para 16, line 9) and Zoe who said that the “…lack of 
screens, so no privacy is probably a really big thing…” (Para 70, line 9).  Layla added 
that in under-resourced, overcrowded and busy areas parents “…don’t feel like they can 
relax as much…” (Para 66, line 3) and this impacts on the uptake of kangaroo care. 
This finding highlighted that a busy and overcrowded neonatal intensive care unit was 
not developmentally supportive for the baby as well as the parents.  
Nurses are in stress mode 
The nurses recounted that high workloads associated with increased stress was a 
demotivation for nurses to implement kangaroo care. Depending on the level of acuity 
of a baby, kangaroo care in the ICU could require up to four people for successful and 
safe implementation.  Therefore, careful co-ordination, planning and organisation of 
workload are necessary to ensure safety.  However, when colleagues were busy and 
help was in short supply, implementing kangaroo care was challenging. Even though 
kangaroo care can be implemented by nurses, with growing preterm babies requiring 
minimal medical intervention, it can also be implemented independently by parents 
under the supervision of the nurse as a care-by-parent intervention and as such when 
the nurse is implementing kangaroo care the nurse is simultaneously teaching parents 
transfer techniques and safe positioning for kangaroo care. As a developmentally 
supportive strategy transferring a baby into kangaroo care needs to be well-timed as it 
cannot be rushed. It takes as long as it takes to ensure a safe and effective transfer. This 
finding was illustrated by Sarah when she said “…a busy workload and go ‘oh this is 
going to take 10 to 20 minutes or so and I have to get somebody to help me… (Para 55, 
line 3-4). Busyness in an already high intensity environment can often be associated 
with increased stress for staff and parents.  Meg’s opinion that “…we’re so incredibly 
busy that we’re a lot of task focused…” (Para 22, line 8), illustrated that the unrelenting 
busyness was a demotivation for the planning associated with implementing kangaroo 
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care. This finding illustrated that to get through such shifts the care of the infant 
became more task-orientated and less baby/family-centred as nurses worked through 
their shift plan getting jobs done. Another comment offered by Meg who reported that 
offering kangaroo care depended on “…how busy we are…” (Para 42, line 7) suggested 
that the nurses found the high workloads and overcrowding, in Unit 1, a source of 
stress. Interestingly, there were nurses such as Polly who commented how helpful it 
was when parents “…felt confident to kangaroo their baby…” (Para 86, line3) as the 
parents would arrive and say “…this is my plan for today and get on with it…” (Para 
86, line11-12). This does lend itself to the thought that implementing kangaroo care 
was not the issue here but rather the busyness of nurses’ workload. This finding implied 
that nurses were aware that they played a key role in supporting parents to achieve 
confidence with implementing kangaroo care, but this is not without its challenges due 
to high workloads and individual requirements of parents and babies.  
Out-dated practice 
When to implement kangaroo care, is mostly nurse-led as the report from Becky 
illustrated “…most times it’s a nursing decision… (Para 30, line 1).  Some nurses 
expressed views that not all their colleagues had a positive mind-set toward kangaroo 
care. Livvy said even though the benefits of kangaroo care are acclaimed, there are 
some colleagues who say “…oh baby’s been up long enough…” (Para 148, line 2).  
Holly added that these colleagues communicate a past philosophy of care that said 
“…all premature babies should be handled minimally and left in the incubator…” (Para 
88, line 3) and she would “like to see them embrace research-based practice” (Para 90, 
line 1-2). Holly’s illustration benchmarked that nurse’s perceived kangaroo care as 
supportive handling for babies and as long as babies were in the chest-to- chest, skin to 
skin position on the parent. Highlighting that kangaroo care buffered against the effects 
of multi-sensory stimuli. Tilla pointed out another out-dated practice philosophy where 
“…some people [nurses] don’t want their parents to stay that long, they don’t want to 
have mum and dad around for three hours doing skin to skin… (Para 54, line 3-5).  
These findings strengthened published research highlighting that attitudes influence 
behaviours.   Practice philosophies are communicated to parents by what is said and left 
unsaid. The nurses recognised that models of care have changed and now align with 
supporting the care-by-parent model such as in family integrated care or family centred 
care models. This integrated approach to care promotes the role of primary caregiver 
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and strengthens parenting. Having parents on the neonatal intensive care unit also 
provide continuity and consistency with provision of care for babies. 
 
Conclusion 
Chapter four has presented the themes, numbered one to four. The overarching theme 
called ‘familiar with kangaroo care’ explored the relationship / connection or the 
related subtheme ‘On mother, a place like no other’ and the overarching theme. This 
theme had threads woven throughout the dataset. The nurses who participated were 
animated (and even ‘dreamy eyed’, if I may be permitted to use artistic licence) when 
relating their experiences of kangaroo care. A key tenet supporting the practice of 
kangaroo care was that nurses had witnessed the benefits of kangaroo care in their 
every-day hands-on practice. The overarching theme established that the nurses had 
knowledge about kangaroo care and that kangaroo care was practiced in the settings 
where the research was conducted. Importantly, the theme highlighted that the nurses’ 
knowledge did not have a purely theoretical component because none of the nurses had 
received formal training in kangaroo care but that their knowledge was born of their 
experiences with the practice of kangaroo care. The nurses’ experiences of kangaroo 
care were strengthened by the international body of research pertaining to kangaroo 
care.  
Following the presentation of the overarching theme ‘familiar with kangaroo care’ the 
themes  ‘No if ands or buts about it, baby does better’ with its related subthemes 
‘steadies clinical measurements, A stress buster by design, and Put them on the chest  
and they’ll go to the breast’ explored how, in the nurses’ experience, kangaroo care 
offered health benefits and improved outcomes for babies.  
In section three, the theme  ‘Promoting positive family connections’ with its related 
subthemes ‘A champion for parental participation, Helps parents tune-in to their baby 
and Helping parents de-stress’ explored how in the nurses experience kangaroo care 
could be a building block to promoting bonding and forming secure attachments and in 
so doing promote parenting in the neonatal intensive care environment.  
Finally, in section four the theme ‘Room for improvement’ and its related subthemes 
‘Practice not standardised, Environmental hurdles, Nurses are in stress mode and Out-
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dated practice’ explored the drawbacks to the routine, everyday practice of kangaroo 
care as perceived by the nurses. 
Overall, the participants’ story, in relation to the aim of the project which was to 
describe and explore the NZ registered nurses’ experiences, knowledge and practice of 
kangaroo care for low birthweight and / preterm babies in the neonatal intensive care 
unit, was explored.  
In the next chapter the discussion will be systematically presented following the story 
of the findings of the research. The implications for practice will follow and will be 
linked to the findings of this research. The strengths and limitations will also be 
explored. Recommendations and suggestions for future research in this area of study 











Over the last 30 years, kangaroo care has been studied for its effect on mortality, 
morbidity, physiological stability, breastfeeding, parental bonding, neurological 
development, growth and pain control.  The background chapters have detailed what 
kangaroo care is, and has detailed evidence that kangaroo care has a role for care within 
the neonatal intensive care environment. Two Cochrane reviews among other studies 
have established safety and efficacy for term as well as premature infants.  The view 
that kangaroo care, for maximum bio-physiological and neuro-protective well-being, 
needed to be ongoing (continuous is preferred), early (as soon as possible), and regular 
(daily) is well documented. A minimum recommendation is that kangaroo care should 
be practiced for at least sixty minutes per day (Nyqvist et al., 2010). 
The research included in the literature review suggested that nurses across geographies, 
from the early 2000’s till recent, have knowledge of the benefits of kangaroo care for 
babies. Also that the kangaroo care was practiced in the NICU but that its 
implementation was variable. Additionally the research suggested that that a nurse’s 
experience in speciality as well positive professional experiences was influential to the 
implementations of kangaroo care. Factors such as: availability of parents; fears about 
safety for babies; resource related; and organisational constraints contributed to the 
degree to which kangaroo care was implemented. 
The purpose of this study was to explore registered nurses’ experiences, knowledge and 
practice of kangaroo care in the acute and dynamic environment of the NICU as well as 
highlight any factors, contextual or otherwise, that promotes or hinders its 
implementation. There is evidence that early skin-to-skin contact, one of the tenets of 
the kangaroo care method, is recommended at the birth of healthy term babies in New 
Zealand (MOH, 2016). Most of the international research has focussed on neonatal 
nurses’ attitudes, knowledge, and practice of kangaroo care. To my knowledge no 
studies have explored what effect neonatal nurses’ experiences have on implementing 
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kangaroo care or that experiences of providing kangaroo care may directly contribute to 
advancing knowledge and practice.  By using Braun & Clarke’s (2017) six stages of 
thematic analysis, reflexive reporting was applied to make sense of the dataset. 
Findings from this research will add to knowledge generated from studies conducted 
with nurses in high-technology international neonatal intensive care settings. 
This chapter will first discuss the findings of the study which have been reported on in 
chapter five. These were represented as four themes viz., familiar with kangaroo care; 
no ifs ands or buts about it: baby does better; promoting positive family connections; 
and Room for improvement: time to get kangarooing. The interplay of these themes is 
dynamic and woven throughout the dataset. Comparisons will be made with existing 
research. Following that the implications for clinical practice will be presented offering 
links to the findings of this research. The strengths and limitations will also be explored 
and recommendations for future research in this area will be made. 
Discussion of the findings  
The findings have shown that New Zealand registered nurses from the NICUs being 
researched are familiar with the kangaroo care method and that, even without formal 
training, nurses are implementing kangaroo care in their day-to-day clinical practice. 
This finding was supported by the rich description of the implementation and 
knowledge of the kangaroo care method and its benefits for health of babies which 
affirmed its practice. The nurses’ familiarity with the application of the kangaroo care 
method and knowledge of the benefits mirrored findings from recent and past studies 
(Almutairi & Ludington-Hoe, 2016; Chia et al., 2006; da Silva et al., 2015; Deng et al., 
2018; Engler et al., 2002; Kymre, 2014; Lim, 2018; McGowan et al., 2017; Namnabati 
et al., 2016; Shattnawi et al., 2019; Zhang et al., 2018). Aside from the NICUs that 
practiced kangaroo care almost continuously, the New Zealand study was the only one 
which reported that babies in the ICU received longer and more regular doses of 
kangaroo care (Chia et al., 2006; Engler et al 2002; Kymre, 2014; Lim, 2018; Mörelius 
& Anderson 2015; Olsson et al 2012; Strand et al 2013). A key factor that supported the 
implementation of kangaroo care was the fact that the nurses who worked in the ICU 
had more years of working experience and tended to be more experienced in caring for 
the preterm babies which supported the implementation of kangaroo care with babies 
requiring intensive care treatments. In contrast, while recent international studies 
reported agreement that all preterm babies regardless of gestational age or weight 
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should be afforded opportunity for kangaroo care it was the stable, less acutely ill 
babies who received more kangaroo care than the babies requiring ICU level of care 
(Deng et al., 2018; Lim, 2018; Shattnawi et al., 2019; Utami & Huang, 2019; Valizadeh 
et al 2013; Zhang et al., 2018).  
It was encouraging that kangaroo care was commonly practised by nurses in the NICUs 
being researched. It is known that knowledge and understanding about kangaroo care 
play a role in how well this nurse-driven intervention is implemented (Higman et al., 
2014). However, despite positive perceptions and strong insight into how beneficial 
kangaroo care was for babies, nurses admitted kangaroo care was under-utilised. As has 
been found in other studies (da Silva et al., 2015; Deng et al., 2018; Kymre, 2014; 
Shattnawi et al., 2019; Utami & Huang, 2019; Zhang et al., 2018), despite the nurses’ 
clinical experiences of the effects of kangaroo care and the wealth of data lauding the 
“power” of the intervention, this study found evidence that suggested that kangaroo 
care was underused for care and recovery of growing preterm babies. Evidence from 
the current study pointed out that when the babies had moved past the life-preserving 
stage of care - where they no longer required intense medical management and needed 
to grow and develop in preparation for discharge - kangaroo care appeared to be less 
prioritized.  In other words, kangaroo care was not routinely implemented for growing 
and developing preterm babies even though the practice of kangaroo care at every stage 
of care was supported by current NICU practises. This finding provided evidence of 
one of the drawbacks for regular kangaroo care, in Unit 1 and Unit 2, which was that 
when babies were clothed and in cots, they appeared to have less kangaroo care. This 
finding was not unique to the current study. Other research has found evidence that in 
high activity tertiary neonatal units with high acuity patients implementing daily 
kangaroo was impacted when NICUs were busy with consequent increased demand on 
nursing resources (Engler et al., 2002; Kymre, 2014; Olsson et al., 2012; Strand et al., 
2013). However other studies found the converse true, where babies who were 
receiving less acute care and were in cots received more kangaroo care (Deng et al., 
2018; Lim, 2018; Shattnawi et al., 2019; Utami & Huang, 2019; Valizadeh et al 2013; 
Zhang et al., 2018).  In this study, nurses from Unit 1 proposed that busyness, 
overcrowding, staff shortages and high workloads contributed to less enactment of 
kangaroo care by parents whose babies were less acutely ill. Other research 
strengthened findings from this research that parents have a heavy reliance on nursing 
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staff to facilitate and teach them the transfer techniques for the safe enactment of 
kangaroo care (Blomqvist et al., 2013). Mirroring reports from international 
counterparts, the nurses expressed a concerning trend outlining that parents may be 
willing to enact kangaroo care but because they are aware of levels of busyness, they 
may defer kangaroo care for a cradle hold / cuddle because they may not want to 
inconvenience the nurse by adding to an already busy workload (Chan et al., 2015; 
Seidman et al., 2015). In a study conducted by Lee, Martin-Anderson & Dudley (2011) 
it was highlighted that staffing shortages and busy workloads influenced the uptake or 
enactment of kangaroo care whereas effective co-ordination of workloads and effective 
communication between nurses and medical staff contributed to an improved uptake of 
kangaroo care.  It is recognized that enacting kangaroo care is a skill that requires 
repetition and hence can only be learned over time to gain confidence with the transfer 
techniques and enact safely (Seidman et al., 2015).  
Findings from the current study show that the dose or duration of kangaroo care 
enactment by parents was variable in the NICUs being researched. Authors claim that 
even twenty minutes of kangaroo care afforded a baby health benefits (Johnson, 2007; 
Ludington-Hoe, 2013). A popular trend among many modern international NICUs was 
that kangaroo care was enacted for at least an hour every other day (Nyqvist et al., 
2010). Other authors offered that a dose of at least sixty minutes per session is favoured 
because this affords the baby enough time to recover from the transfer as well as afford 
the baby an opportunity to have a full sleep cycle (Altimier & Phillips, 2013; Bergman, 
2015; Holditch-Davis & Edwards, 1998; Krueger et al., 2003).  Another researcher 
stressed that the longer a baby is in kangaroo care, the less stressed it will be and the 
more profound the neuroprotective benefit will be for the baby (Bergman, 2015). In his 
case for zero-separation of mother and baby Bergman goes on to posit that in order to 
avoid the effects of stress cascade associated with the separation of mother and baby 
the baby would require at least 20 hours per day of kangaroo care. The benefits of 
kangaroo care maybe cumulative however it is clear from the research that a consensus 
is yet to be agreed upon as to what  dose of kangaroo care is optimal.. It is no wonder 
that some nurses have suggested that perhaps kangaroo care should be prescribed as a 
treatment would be (da Silva et al., 2015). This highlighted the need for clarity with 
dosing. Mirroring findings from the current study, the research conducted by 
Ludington-Hoe & Morgan (2008) provided evidence that experienced nurses 
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demonstrated more confidence to educate, promote and practice kangaroo care, than 
their lesser experienced counterparts. Other research also found that nurses with more 
working experience in the NICU demonstrated a greater willingness to implement 
kangaroo care (Chia et al., 2006; Engler et al., 2002; Johnson, 2007; Olsson et al., 
2012; Shattnawi et al., 2019; Strand et al., 2014; Utami & Huang, 2019). However a 
reality for novice nurse new to the neonatal nursing speciality is that there is so much to 
learn and as a result nursing care focuses on what’s important, leaving little room to 
engage clinical reasoning and perpetuating a task orientated approach to care.  
Mirroring their international counterparts, the nurses contributed snippets from their 
clinical experience which gave prominence to a key effect that kangaroo care 
strengthened attachment/bonding behaviours in parents (Chia et al., 2006; Engler et al., 
2002; Johnson, 2007; Olsson et al., 2012; Shattnawi et al., 2019; Strand et al., 2014; 
Utami & Huang, 2019 Valizadeh et al., 2013; Zhang et al., 2018). This was highlighted 
by evidence that was provided by nurses stating that parents who enacted kangaroo care 
felt closer to and were more in tune and responsive to their baby. International research 
mirrors current research finding that reports that parents who enact regular kangaroo 
have improved interactions with their baby, increased affection, better mother-baby 
relationship, improved participation in care and improved parental presence in the 
NICU (Athanasopoulou & Fox, 2014; Valizadeh et al., 2013).  Fenwick and colleagues 
(2008) found that kangaroo care supported / scaffolded parental “ownership and 
authority” over their baby enabling parental efficacy. The nurses used descriptors such 
as relaxed, calm, happy-place and safe to portray how parents described the 
connections they experienced during kangaroo care during kangaroo care. It is well-
established that kangaroo care promoted emotional and physical well-being owing to 
the oxytocin effect. Bergman (2015) stressed that ongoing (continuous preferred) 
kangaroo care is the first step moving parents from observers of care to primary care 
providers who connect with their baby. 
Factors that limit kangaroo care 
This study turned the spotlight on several contextual factors limiting the regular and 
prolonged practise of kangaroo care. The factors limiting kangaroo care such as: lack of 
organisational specific policy/ clinical guidelines; inadequate parental availability and 
presence; maternal health alterations; environmental resourcing; staff shortages and 
unsafe nurse to patient ratios. 
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Lack of local clinical guidelines  
In the current study, most nurses made it known that a guideline would be of benefit to 
their clinical practice. This finding was not unique to this study and was mirrored in the 
literature highlighting that nurses were aware of the importance of standards of care and 
that a lack of local clear guidelines for implementing kangaroo care persist (Deng et al., 
2018; Lim, 2018; Olsson et al., 2012; Zhang et al 2018). It is known that standards of 
care in healthcare provide frameworks that guide clinical practice (Potter, Perry, Hall, 
& Stockert, 2017). These frameworks are a means to evaluate nursing practice, advance 
clinical proficiency and promote patient safety. Research has recommended that clinical 
guidelines are available in a NICU to organise clinical practice and promote the 
utilisation of knowledge by turning research into practice (Nyqvist et al., 2010; Olsson 
et al., 2012). Interestingly this study found that majority nurses reported not knowing 
where to access guidelines for the implementation of kangaroo care. Reasons as to why 
nurses did not know about international guidelines for implementing kangaroo care in 
the NICU or that comprehensive written evidenced based guidelines pertaining to 
kangaroo care were publicly available from the leading provider of paediatric health 
care in New Zealand existed, needs to be explored further. This drew attention to the 
fact that providing polices or clinical guidelines would not necessarily contribute to 
increasing the nurses’ implementation of kangaroo care. It also highlighted an 
important consideration that most of the nurses within the NICUs being researched 
were educated at a time when EBP was not well integrated into nursing education 
programs and that many nurses were practising the way they have been taught.  
Inadequate parental presence and availability 
Another factor that impacted on the enactment of kangaroo care, according to all the 
nurses, was the variability of parental availability secondary to the demands of 
everyday life, for example: health, lifestyle and socio-economic circumstances. This 
finding was mirrored in international research (Chan et al., 2015; Deng et al., 2018; 
Strand et al., 2013; Zhang et al., 2018).  The national health system in New Zealand 
supports unlimited visiting hours for parents with babies admitted to the NICU. The 
NICUs, however, are not resourced to have full-time rooming-in facilities to 
accommodate every parent from admission to discharge. Both the units being 
researched were resourced to offer rooming-in facilities to support families during 
periods of critical illness or to support babies approaching discharge to strengthen 
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parent-craft and provide opportunity for unlimited response-led breastfeeding. A 
difference between the two units was that the recently renovated and reconfigured Unit 
2 had larger floor space between babies’ cots and offered space to accommodate a bed 
or recliner lounger at every cot-side without impacting on the privacy and space of the 
neighbouring cots or incubators. International research recommends that continuous 
rooming-in should be enabled to limit the effects of a stress cascade that inevitably 
occurs when a baby is separated from its mother (Bergman, 2015; Luong, Nguyen, Thi, 
Carrara & Bergman, 2015). In international settings such as Sweden, Finland and 
Denmark, health infrastructure NICU design are supportive of continuous kangaroo 
care for parents or key support people (Blomqvist, Frölund, Rubertsson, & Nyqvist, 
2013; Kymre, 2014; Mörelius & Anderson, 2015; Olsson et al., 2012; Strand et al., 
2014). In addition, the health budget offers financial opportunity that supports parents 
to remain with their child for the duration of their hospital stay. Many parents avail 
themselves of this opportunity for continuous kangaroo care, but uptake is not 
guaranteed (Blomqvist et al., 2012; Kymre, 2014). 
Environmental  
Evidence from the nurses in Unit 1, was that kangaroo care enactment was impacted by 
cramped and overcrowded conditions. International studies too reflect that 
overcrowding had a direct impact on enactment of kangaroo care (Engler et al., 2002; 
Wallin et al., 2004; Charpak et al., 2005; McGowan et al., 2017). With 41 resourced 
spaces, Unit 1 is a very busy tertiary unit, with a high demand for ICU (Level III), high 
dependency care (Level II) and transitional care. At the time of this study there were 
sixteen recliners chairs available to share between 41 cot spaces. In Unit 1, recliner 
chairs for kangaroo care were available on a ‘first-come-first-served basis’ whereas in 
Unit 2 a recliner chair was available in every resourced cot space. An external review 
of Unit 1 conducted by Hopper (2016, p.10), found that it was commonplace for Unit 1 
to “frequently breach resource capacity” accommodating in excess of fifty babies up to 
ninety-six percent of the time. Also, that space allocated per cot was not in accordance 
with recommended guidelines. The lack of space caused by the cramped and 
overcrowded conditions impacted on how families were accommodated, and limited 
physical and auditory privacy could contribute to reluctance by parents to take part in 
essential developmentally supportive measures for their growing child such as 
kangaroo care.  However, from the evidence provided from the nurses in Unit 2 it was 
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found that even though the layout of the unit was supportive of kangaroo care, the 
uptake of kangaroo care was dependent on parents and was sporadic.  
Human resource factor 
For half of the participants, staff shortages and heavy workloads were reported as 
contributors to the underuse of kangaroo care. These findings were mirrored in 
international research across all neonatal settings (Engler et al., 2002; Wallin et al., 
2004; Charpak et al., 2005; McGowan et al., 2017). In acute neonatal settings the levels 
of the nurse to patient ratios can be unpredictable and as a result nursing resources can 
often be stretched. Hopper provided evidence that staff are “stretched to meet the needs 
of a unit consistently operating above resourced capacity” (Hopper, 2016, p. 10). 
Furthermore, Hopper uncovered a sobering reality that “nurses are regularly caring for 
more infants than is safe according to industry standards” (p. 10). Interestingly, Hopper 
(2016) observed that when the “unit’s occupancy was around fifty (50) babies, all 
member of the health team were focussed on only caring for infants, at the expense of 
shift co-ordination, forward planning, education, discharge planning and quality time 
with parents” (p. 10). The current study provided evidence that when the unit was over 
capacity the nurses became more task-focussed and were less motivated to implement 
kangaroo care. High workloads were especially evident in the high dependency (level 
II) and transitional care nurseries (level I). In the high dependency and transitional 
nurseries, nurses are often needed to provide care for up to five babies, on one regular 
shift. This contrasts to industry recommendations published in the Service Standards 
for New Zealand (2010) hospitals providing neonatal care (p. 8) which state that:  ICU 
nurse to patient ratios should be one nurse to one baby (1:1); in the High 
dependency/transitional care area nurse to patient ratio should be one nurse to two 
babies (1:2) and in the special/transitional care area nurse to patient ratio can be one 
nurse to four babies (1:4). Authors agree that improved nurse-patient ratios were clear 
predictors for nurses being more inclined to apply neonatal interventions that require 
more time, such as kangaroo care (Blomqvist et al., 2012; Chan et al., 2015; Olsson et 
al., 2012; Zhang et al., 2016). 
For the nurses, supporting the enactment of and teaching about kangaroo care takes 
time they do not have to spare especially when kangaroo care is not pre-planned. 
Consequently, nurses perceive this is as adding to an already busy workload.  The 
current study reflected finding from Chan et al. (2015) who provided evidence that high 
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workloads limit how much time nurses spend teaching parents about kangaroo care, and 
this will consequently increase an already high workload. 
Strengths and limitations 
This study was the first in NZ to explore and describe registered nurses’ experiences, 
knowledge and practice, of kangaroo care. The study offered a unique view of how 
nurses’ experiences of implementing kangaroo care influenced knowledge and practice. 
It was a small qualitative study undertaken in two neonatal intensive care units, in New 
Zealand. Application of Braun &Clarke’s thematic analysis contributed to an in-depth 
exploration of the data. This study’s transferability is restricted although it reflected 
favourably with similar international studies. 
The data was biased toward a female perspective as all nurses were female, possibly 
reflecting the fact that few male nurses work in either unit. None of the participants 
identified as Māori. This was an issue within the context of New Zealand related to the 
comparatively high admission rate for Māori babies to NICU. 
The nurses who took part had a strong belief in kangaroo care.  The interviewer is a 
member of the nursing team in one of the neonatal units and had cared for some of the 
infants that the nurses reflected on when providing examples of implementing kangaroo 
care on the unit. As such, the interviewer was recognised to be knowledgeable on the 
topic of kangaroo care, making researcher bias a potential issue. It is arguable that 
neither nurses nor interviewer could remain completely objective about the interview 
content. On the positive side, such a relationship can strengthen the quality of data 
received: the nurses from Unit 1and the researcher was both familiar with the infant’s 
histories, the neonatal environment, and its language. The participants were relaxed and 
at ease during the interviews. It would be important to consider that a researcher from 
another speciality, whilst unfamiliar with the background details, might have received 
more open or less guarded responses.  
Recommendations  
Alongside policy and procedural guideline development, education and training are 
central components to advance kangaroo care within the neonatal intensive care unit. 
Having context-specific and hands-on training packages available for all neonatal staff 
and parents could help promote kangaroo care nationally. In addition, creating 
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organisational e-resource folders with literature pertaining to kangaroo care could 
provide motivation to improve implementation of kangaroo care. 
High fidelity simulation insitu training could contribute to strengthening transfer 
techniques. An in-situ simulation set up in a high stress environment is a training tool 
that can be used to improve safety when transferring babies requiring complex 
treatments into kangaroo care (Kurup, Matei & Ray, 2017).  This could be a way 
forward for orientating new staff as well as annual kangaroo care competency updates.  
An insitu training set-up could be made available to all personnel working with 
neonates and infants. In addition, offering training for nurses and doctors at the bed-
side may improve nurses’ clinical skills and confidence with transferring babies into 
kangaroo care.  
Raise the profile of kangaroo care by: celebrating kangaroo care milestones, 
participating with international neonatal nurses in celebrating International Kangaroo 
Care day on the 15th of May, each year and promoting the health benefits of kangaroo 
care at national and International Neonatal Nursing conferences. This may provide 
incentive and measurability of kangaroo care practice. 
The provision of multi-lingual kangaroo care pamphlets and interactive web-based 
applications for parents and whānau could contribute to expanding what parents and 
their families know and understand about why kangaroo care is important for their 
well-being and the health of their baby.  
Improving nurse-patient ratios could ensure adequate staffing is available when 
assistance is needed to transfer a baby. Increasing the number of clinical float nurses 
could play a key role in moving kangaroo care forward throughout organizations. A 
daily multi-disciplinary conversation at morning ward rounds discussing infant 




This exploration of nurses' experiences, knowledge, and practice of kangaroo care in 
the modern neonatal units of New Zealand, provided evidence that nurses know about 
kangaroo care and that kangaroo care is practiced. While nurses in New Zealand can 
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confirm that kangaroo care is practiced every day to some extent, there was a clear 
sense that conventional methods of caring for a preterm baby in an incubator were the 
norm. This finding mirrored international evidence (Engler et al., 2002; Chia et al., 
2006; Valizadeh et al., 2013) that established that kangaroo care was valued but 
underused in modern neonatal settings. It highlighted that the kangaroo care 
intervention is becoming more and more accepted in high-technology environments. 
This study highlighted the barriers that exist that limit routine kangaroo care 
implementation. To stimulate the uptake kangaroo care, behaviour change messages, 
creative multi-level educational approaches and clinical guidelines should be 
contextually specific. 
Overall, the development of a context-specific hands-on training package for all 
neonatal healthcare staff and parents will help promote kangaroo care in neonatal units 
in New Zealand and beyond. Access to up to date clinical resources outlining the 
implementation and criteria for kangaroo care should be made available. Such 
resources have the potential to become tools to support clinical decision-making 
(Ludington-Hoe, Ferreira, Swinth & Ceccardi, 2003). Procedures for kangaroo care 
should be “based on rigorous review of the best available evidence and provide 
recommendations on how to best optimise patient care” (Tetreault et al., 2019, p.53). 
Additionally, for health professionals, having access to and using clinical guidelines 
promote consistency in the way information about kangaroo care is disseminated to 
parents.  However, having clinical practice guidelines does not mean that nurses will 
access these (Tetreault et al., 2019), as also demonstrated in the current study.    
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Experience, knowledge and practice of  
Kangaroo Care in the Christchurch and Dunedin NICUs 
 
 
Purpose of the study 
The purpose of this research is to describe the experiences, knowledge and practice of 
registered nurses working in the neonatal intensive care units at Christchurch Women’s 
hospital and Dunedin Hospital have acquired through education and hands-on practice 
of kangaroo care (KC). 




Audio-recorded Interviews will be conducted, privately, at the Centre for Post Graduate 
Nursing Studies Christchurch/ Dunedin offices. 
 
Inclusion/exclusion criteria 
If you’re a RN working directly with neonates in the NICU and you are available between 
October 2017 and March 2018 you’re eligible to participate.  
RNs not currently employed by the two units or who are in their preceptorship / orientation 
period will be excluded. 
 
Time commitment 
Not more than 1 hour of your time will be required unless by mutual consent. 
Contact:  Schol O’Bery/ Centre for Post Graduate Nursing studies/ Mob: 021 113 7415/                 
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Registered Nurses’ experiences, knowledge and practice of kangaroo 
care  
in the Christchurch and Dunedin NICUs 
 
INFORMATION SHEET FOR PARTICIPANTS 
 
Thank you for showing an interest in this project. Please read this information sheet 
carefully before deciding to participate. If you decide to participate, we thank you. 
If you decide not to take part, there will be no disadvantage to you, and we thank you 
for considering our invite. 
Nature and purpose of the research 
 
The purpose of this research is to describe the experiences, knowledge and practice 
registered nurses working in the neonatal intensive care units (NICU) at Canterbury 
District Health Board (CDHB), Christchurch Women’s hospital, and at Southern 
District Health Board (SDHB), Dunedin Hospital have acquired through education and 
hands-on practice of kangaroo care(KC).  
It is anticipated that factors promoting KC or are barriers to the actual application of 
KC will be identified. 





The study hopes to recruit between 12 and 15 RNs. 
This Project Information sheet and a Participant Expression of Interest form will be 
made available for you, via your CNM. 
You would need to complete the Participant Expression of Interest form prior to your 
interview, please.  
Participation is voluntary.  




• RNs must be employed by the CDHB or SDHB NICU as a RN (full-time/ part-
time/ casual) 
• RNs must be available (for an interview) between October 2017 and March 
2018.  
O’Bery, S 




• RNs not currently employed by either the CDHB or the Southern DHB.  
• RNs in a preceptorship/ orientation period at the time of recruitment. 
 
The Procedure and how long it will take 
 
Step 1: Participant Expression of interest form and Participant information Sheet 
Once you have read this information sheet and completed the Participant Expression of 
Interest form, post the Expression of Interest form into the box marked for the study on 
your unit.  
You will be contacted by Schol as per your denoted preference (phone and/or email) for 
an introductory and initial conversation outlining the project. This will, also, give you 
an opportunity to ask any questions you may have related to the project.  
You are invited to request further information at any stage of the project. 
 
Step 2:  Consent form 
The consent form will be available for you to sign, at your interview. 
 
Step 3:  Interview 
The interview will be conducted in a private setting, at an agreed upon time, at your 
local Centre for Post Graduate Nursing Studies office in Christchurch or Dunedin. 
It is anticipated that the interview session will last no longer than 1 hour, unless by 
prior consent. The interview will be audio-recorded. 
The general line of questioning/ brainstorming process will pertain to your experiences, 
knowledge and practice of kangaroo care.   
The audio-recording of your interview will be coded/ de-identified and stored on a 
password protected computer that Schol and Dr Philippa Seaton from the Centre for 
Post Graduate Nursing Studies will have access to.  
 
Step 4:  Transcriber 
The coded audio-recording of your interview will be provided to a University approved 
transcriber for transcription. The transcriber will sign a privacy and confidentiality 
agreement as per University policy. The transcriber will store the original, coded audio-
recording of your interview on a password protected computer that only he/she has 
access to. Your coded, audio-recorded interview will then be transcribed verbatim/ 
word for word and de-identified.  
The coded, word for word, de-identified transcription of your interview will be sent to 
Schol and stored on a password protected computer that only she will have access to. 
At this point the transcriber will delete the original coded interview as well as the 
coded, word for word transcription from his/her computer. 
 
Step 5:  Coded, word for word and de-identified transcription 
Once the coded transcription of your audio-recorded interview is available, Schol will 
be in touch with you to make this transcription available to you, for you to read. Once 
you have read your transcription, data analysis will begin.  
 
Schol’s supervisors, Dr Jenny Conder and Dr Maggie Meeks, will have access to a 
sample of the coded and de-identified interview transcripts. 
 
O’Bery, S 
                                                  139 
 
On completion of the study, you may choose to receive the analysed data and findings 
of the study. 




In the event that the line of questioning develops in such a way that you feel hesitant or 
uncomfortable, you may decline to answer any particular question(s) and/or may 
withdraw from the project without disadvantage to you of any kind. 
 
In the event that an unsafe practice issue pertaining to KC is raised, Schol will ask that 
this discussion be addressed/ deferred till after the interview. Should this discussion 
need to be escalated, Schol will need to discuss the unsafe practice issue with her 
supervisors and further input from the relevant CNM may be required.  
 
Who will have access to personal information and under what conditions?  
 
Personal information such as your name and contact details will be used to identify you 
initially and for Schol to contact you to make arrangements for your interview and 
getting your interview transcript to you for authentication.   
This information as well as the audio recording of your interview will be kept on a 
password protected computed only accessed by Schol and will be destroyed as per 
University of Otago policy on completion of the study.  
Audio recordings of all interviews will be coded and de-identified. A University 
approved transcriber will be employed to transcribe the coded, audio recorded 
interviews. The transcriber will be asked to sign a privacy and confidentiality 
agreement. The coded, transcribed interview data will be securely stored on a password 
protected computer and only Schol will have access to it. 
 
All demographic data such as age, gender, hospital of employment, level of training, 
number of years of experience will be collected and broadly described in the research. 
In the case of a minority feature this will not be specifically categorised but broadly 
described. Demographic data will be accessed by Schol and Dr Philippa Seaton from 
the Centre for Post Graduate Nursing Studies. This data will be stored on a password 
protected computer. Every effort will be made to de-identify and anonymise 
demographic data.  
 
Dr Jenny Conder and Dr Maggie Meeks will have access to a sample of de-identified 
and coded transcripts, broad codes and themes that are elucidated. 
 
Data storage and Eventual disposal of data  
 
All original transcribed data will be stored for 5 years after publication as per 
University of Otago policy.  
After this period data will be disposed of by a University of Otago designated person as 
per University of Otago policy.   
 
Participant personal information such as name and contact details, audio recordings and 
coded interview data, codes and themes will be stored on a password protected 
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computer only accessed by Schol. This information will be kept for the duration of the 
study and then destroyed as per University of Otago Policy. 
Analysed data/findings derived from the research could be kept indefinitely and storage 
will be as per University of Otago policy.  
 
The results of the project will be published and will be available in the University of 
Otago Library (Dunedin).  Every attempt will be made to preserve your anonymity. All 
data gathered from the interviews will be coded. No personal identifiers will be 
included. 
The study will take approximately 24 months to complete and you will be sent 
information about the results, if you would like to receive them. 
 
 





Schol O’Bery (Student researcher)                       or    Dr Jenny Conder (Primary 
supervisor) 
Centre for Post Graduate Nursing Studies      Centre for Post Graduate Nursing Studies 
Christchurch Office                                                     Dunedin office 
Tel:  03 364 3850                                                        Tel:  03 479 8689                                            
Email: obesc451.student@otago.ac.nz                       Email: Jenny.conder@otago.ac.nz 
 
 
This study has been approved by the University of Otago Human Ethics Committee. If 
you have any concerns about the ethical conduct of the research, you may contact the 
Committee through the Human Ethics Committee Administrator (ph 03 479 8256). Any 
issues you raise will be treated in confidence and investigated and you will be informed 
of the outcome. 
Thank you for your interest in this project 
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APPENDIX III:  Participant Expression of interest 
 
Registered Nurses’ experience, knowledge and practice of kangaroo 
care for premature and low birth-weight babies in the Christchurch 
and Dunedin NICU 
 
PARTICIPANT EXPRESSION OF INTEREST FORM 
 
Nature and purpose of the study 
The purpose of this research is to describe what Kangaroo Care (KC)  
skills confidence and experience (know-how) RNs, in the Christchurch and Dunedin 
NICUs,  
have acquired through education and hands-on practice and how RNs might partner 
with parents to perform KC. It is hoped that factors promoting KC or are 
barriers to the actual application of KC will be identified. 
This project is being undertaken as part of the requirements for Schol O’Bery’s 
MHealSci(NUCL).  
Participants 
We would like to invite approximately 12 to 15 RNs, 
over the age of 20, who work in a clinical role in either the  
Christchurch or Dunedin NICU to participate in this research study. 
  
If you are interested in hearing more about the study and whether you might wish to 
be a participant please contact: 
Schol O’Bery 
 Centre for Post Graduate Nursing Studies, Christchurch Office 
Tel:  03 364 3850         Mob: 021 113 7415         Email: obesc451.student@otago.ac.nz 
 
Please fill in your details in the form below and Schol will contact you. 
Name:    ____________________________________________________________ 
Address:    ___________________________________________________________ 
____________________________________________________________________ 
Telephone:    ____________________________Mob: _______________________ 
Email:    ____________________________________________________________ 
I would prefer to be contacted by:                telephone              post                  email 
I am interested in hearing more about this research study and I am happy for you to 
contact me.         YES/NO 
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►How old are you?    □   20-30years     □   31-45 years     □   45-64 years     □   > 
65years 
►What is your gender:      male             female              prefer not to answer 
►How many years of experience do you have as a registered nurse?    ___________ 
►How many years of experience do you have in neonatal nursing?   _____________ 
► In which NICU are you employed?               Christchurch                     Dunedin 
►What is your fte? _____________________________________________________ 
► What is your level of training?    ________________________________________ 






Thank you for your interest in this project 
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APPENDIX IV:  Consent form 
 
 
Registered Nurses’ experience, knowledge and practice of kangaroo 
care for premature and low birth-weight babies in the 




I have read the Information Sheet concerning this project and understand what it is 
about.  All my questions have been answered to my satisfaction.  I understand that I am 
free to request further information at any stage. 
I know that:- 
1. My participation in the project is entirely voluntary; 
 
2. I am free to withdraw from the project at any time without any disadvantage; 
 
3. Personal identifying information such as my name, contact details and the 
audio recording of my interview will be destroyed at the conclusion of the 
study but any analysed data on which the results of the project depend will be 
retained in secure storage for at least 5years;   
 
4. This project involves an audio-recorded, semi-structured interview.  The 
general line of questioning will pertain to my experience, my knowledge and 
my practice of kangaroo care.  The interview questions will pertain to my 
experience, knowledge and practice of kangaroo care. 
 
5. In the event that the line of questioning develops in such a way that I feel 
hesitant or uncomfortable I may decline to answer any particular question(s) 
and/or may withdraw from the project without any disadvantage to me.  
 
In the event that an unsafe practice issue pertaining to KC is disclosed, Schol 
will ask that this discussion be addressed/ deferred till after the interview. 
Should this discussion need to be escalated, Schol will need to discuss the 
unsafe practice issue with her supervisors and it may require further input from 
the relevant CNM. 
 
6. There is no reimbursement for participating in this study; 
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7. The findings of the project will be published and will be available in the 
University of Otago Library (Dunedin, New Zealand); 
 









.............................................................................                   ........................ 















This study has been approved by the University of Otago Human Ethics Committee. If you have any concerns about 
the ethical conduct of the research you may contact the Committee through the Human Ethics Committee 
Administrator (ph +643 479 8256 or email gary.witte@otago.ac.nz). Any issues you raise will be treated in 
confidence and investigated and you will be informed of the outcome. 
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APPENDIX VII: Interview guide 
 
 
Registered Nurses’ experience, knowledge and practice of kangaroo 
care for premature and low birth-weight babies in the Christchurch 
and Dunedin NICU 
 
Nature and purpose of the study 
The purpose of this research is to describe what Kangaroo Care (KC)  
skills confidence and experience (know-how) RNs, in the Christchurch and Dunedin 
NICUs,  
have acquired through education and hands-on practice and how RNs might partner 
with parents to perform KC. It is hoped that factors promoting KC or are barriers to the 
actual application of KC will be identified 
 
The general line of questioning will pertain to RNs experiences, knowledge and 
practice of kangaroo care. 
SAMPLE SEMI-STRUCTURED INTERVIEW QUESTIONS 
TYPES OF PROBES 
- Used to generate richer detail of what the respondent has said 
Silent Nod slowly, tilt head 
Echo Repeat the last statement and ask respondent to continue 
Neutral Encouraging: “I see” or “uh Huh” 
Direct “Tell me more” (most common) 
Phased assertion  Imply you already know something or encourage respondent to speak up 
Detail  Who, where, what, when, how 
Clarifying You said “x” please describe what you mean by that 
 
• Opening/ introductory question 
O’Bery, S 
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                         What does “kangaroo care” mean to you? 
• Experiences of KC 
                          Tell me about you experiences of kangaroo care 
• Knowledge of KC 
             Tell me about how you came to know about kangaroo care? 
             Probe: Have you had any training in kangaroo care?    
• Practice of KC 
             Tell me about how you would apply/ implement kangaroo care? 
             In your experience is there anything that promotes babies being in 
             kangaroo care? 
             In your experience is there anything that prevents babies being in 
             kangaroo care? 
• End/ concluding question 
            Is there anything you would like to add pertaining to your experiences,  
            your knowledge and your practice of kangaroo care. 
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APPENDIX X: Excerpt of CINAHL Comprehensive search 
 
 
 
 
 
 
 
 
 
